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Under virus diseases or viroses it is customary now to group 
numerous infectious diseases which are caused by small filtrable organ- 
isms. Some of these once invisible micro-organisms, such as Paschen’s 
elementary corpuscles,? are now, however, visible. In the last edition of 
my textbook the following are grouped together as virus diseases: 
measles, scarlet fever (plus streptococci), rubeola, erythema infectiosum, 
herpes simplex, herpes zoster, lymphogranuloma venereum, lympho- 
granulomatosis (Hodgkin’s disease), foot and mouth disease, variola, 
varicella, molluscum contagiosum, warts, venereal papilloma and pem- 
phigus (?). The importance in dermatology of the granular organisms 
which I have termed granulozoa is emphasized in a special chapter on 
viroses. 

After Loeffler and Frosch (both students of Robert Koch) proved in 
1897 for the first time that these organisms were filtrable, an attempt was 
made by zoologists, particularly by Schaudinn and von Prowazek, to 
demonstrate the existence of these organisms in the lesions of smallpox 
and similar diseases. As a result of his investigations, von Prowazek 
created the classification Chlamydozoa. The late Viennese dermatologist 
Lipschutz was then able to demonstrate the existence of minute granular 
organisms in the lesions of molluscum contagiosum and other diseases. 
On the basis of stained sections he went so far as to assume the 
presence of such organisms in the lesions not only of herpes but of 
psoriasis. 

It is not surprising that these parasitologic observations were 
regarded with skepticism, since positive differentiation between the 
granules constituting the structure of the tissues and those representing 
virus organisms appeared impossible. It was certainly not by chance 


1. There are approximately 150 recognized virus diseases in the plant and 
the animal kingdom. 

2. The designation “granulozoa” is preferable to “elementary corpuscles,” 
since the large cellular reaction bodies (Guarnieri’s, Negri’s and the molluscum 
bodies) have for many years been termed “corpuscles.” 
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that in Hamburg, Germany, Paschen, who for many years had had the 
opportunity of working with Schaudinn and von Prowazek, finally 
demonstrated conclusively his elementary corpuscles in the lesions of 
smallpox, vaccinia, etc. 

This investigation, which was concluded in the Institute for Tropical 
Diseases in Hamburg, Germany, engaged his untiring efforts throughout 
his life. In the meantime it has been possible through research in 
England, the United States, Japan, Germany and other countries to 
determine with moderate certainty the size of various virus organisms 
by means of filtration with collodion, sedimentation and other methods 
by which the morphologic findings can be controlled. Great progress has 
been made in the knowledge of transmission and cultivation of various 
virus organisms. Among the more important advances the use of the 
incubated chick egg as a medium by Goodpasture and others * should 
be mentioned. In this medium the viruses of variola and varicella, 
for example, produce varying characteristic changes on the chorio- 
allantoic membrane, from which the virus organisms can be obtained 
in pure culture, especially suitable for staining. In such preparations 
the granular nature of the organisms is clearly recognizable, and there- 
fore the name granulozoa is used in place of Kruse’s designation 
aphanozoa, denoting invisibility. Suitable preparations may be obtained 
not only with Herzberg’s victoria blue stain but by the Giemsa method 
(preferably with highly dilute solutions; for example 5 or 6 drops of 
stain in from 25 to 30 cc. of distilled water) or the silver stain of 
Fontana and Tribondeau, which Morosow recommended for vaccine 
virus and which Rivers found satisfactory. The variola virus, which can 
be grown in a medium made of pieces of chick embryo in Tyrode’s 
solution or in a culture of epithelial cells, represents for most investi- 
gators of viruses the prototype of a large granulozoon (about 150 
microns) which stains well and is so clearly visible with direct illumina- 
tion that it can be identified without the use of an oil immersion lens. 

Important for the dermatologist are two new methods which simplify 
recognition of the smaller granulozoa. Their value can be clearly demon- 
strated by employing the smallpox virus (from egg culture). The first 


3. By a slight modification of Goodpasture’s method Wenckebach and Kunert, 
of the Robert Koch Institute in Berlin, Germany, were recently able to cultivate 
on allantoic membrane the virus responsible for measles after seven days of 
incubation and then succeeded in cultivating series of the organism (thirteen 
strains). The virus was cultured from venous blood of patients, secured either 
during the prodromal stage of the disease or up to the third day after the appear- 
ance of the exanthem. On the seventh day after inoculation the allantois showed 
white cloudy concentrations and colonies; nothing was mentioned concerning 
microscopic identification (Wenckebach, G. K., and Kunert, H.: Deutsche med. 
Wehnschr. 63:1006, 1937). The specific nature of the cultures was determined 
by virulicidia-reaction (Haagen, E.: Miinchen. med. Wchnschr. 84:1518, 1937). 
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is the Leuchtbild (dark field) method, which I recommended for this 
purpose in 1921, after it was found possible by this means to identify 
small numbers of Koch and Hansen bacilli, spirochetes and the granular 
forms originating from them. The efficiency of this method has been 
increased by the introduction of the Zeiss or Leitz light-dark field 
condensor, which permits a comparison of light and dark field illumina- 
tion by the employment of a single lever. Photographs give clear evidence 
that great numbers of granulozoa, even when faintly stained, may thus 
be made visible, though invisible with direct illumination. Furthermore, 
the granulozoa of variola may be recognized with low power magnifica- 


Fig. 1—Granulozoa of variola. The photograph was made from an original 
preparation of Dr. Rivers (silver stain, x 960). 


tion (from 100 to 200 times), since they appear larger as a result of 
refraction of light; with higher power magnification (from 300 to 600 
times) they appear moderately large and unmistakably clear. 

A second method, based on the phenomenon of fluorescence, has 
recently been suggested by Hagemann.* This technic was recommended 
for visualization originally of small numbers of Hansen bacilli, of the 
granules in diphtheria bacilli, etc., and finally of virus organisms. 

Thus, there are two methods of finding or demonstrating more 
readily the smallest granulozoa, which have not until now been made 


4. Hagemann, P. K. H.: Miinchen. med. Wchnschr. 84:761, 1937. 
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visible by light field illumination. The greatest difficulty remains in 
differentiating the granules representing tissular or cellular structure 
from the actual granulozoa. Should it be possible by employing special 
stains to cause the granulozoa in smears or sections to light up in 
characteristic fashion with the dark field or fluorescence method, it may 
be expected that even the smallest forms such as the virus responsible 
for foot and mouth disease, will be identified. 

A number of experienced investigators have expressed the belief 
that the smallest virus organisms do not have to show the existence of 
granules. Stanley’s experiments with the mosaic virosis of tobacco 
showed that a crystalline substance somewhat similar to a ferment is 
sufficient for the transmission of the disease. It is not altogether impos- 


Fig. 2.—The same organism from a chick egg culture, stained with Herzberg 
and Kolbmuller’s victoria blue; * 400 (Leuchtbild). 


sible, though, that, despite the high degree of purity of the mosaic virus 
isolated, the tiny living granular elements remained, nevertheless, in 
the crystalline substance. I should rather not abandon the hypothesis 
that all the micro-organisms, even the smallest, responsible for infec- 
tious disease in human beings and in animals are granular. The name 
granulozoa was selected in order to focus constant attention on the 
necessity for morphologic research. 

Without further discussion at this time of the morphologic problems, 
it is, however, necessary to mention two diseases important to derma- 
tologists: molluscum contagiosum and lymphogranuloma venereum (or 
poradenosis venerea). Both are typical virus diseases, the granulozoa 
responsible having been demonstrated. Molluscum contagiosum is caused 
by a granulozoon which is readily stained and which develops in the 
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swollen cells of the epidermis. The organism may be stained with silver, 
with victoria blue or with Giemsa’s stain. Distinguishing the virus from 
the granular matter of the epidermis (e. g., keratohyalin) is not simple. 


Fig. 3—Macrophage with numerous granulozoa of lymphogranuloma venereum 
as seen in a smear, from an original photograph by Herzberg (about x 900). 


Fig. 4.—The same virus magnified by the Leuchtbild method and stained by the 
method of Herzberg and Kolbmuller; x 1,200. 


Difficulty in making this distinction was experienced when my Leuchtbild 
method was employed, especially in sections fixed in alcohol and stained 
in a strongly diluted solution of Giemsa’s stain. With a dilution of 5 
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drops of stain to 25 cc. of water and 2 drops of 1 per cent solution of 
potassium carbonate, sections show a tremendous number of granules 
of similar size after from one to three hours. These are more clearly 
visible after from six to eighteen hours. The position of these granules 
between the cells and their large number in isolated spots is striking 
and requires further study. Despite that, their position in relation to the 
molluscum corpuscles makes it certain that they are the organisms respon- 
sible for molluscum contagiosum. Their similar size, round form, 
partial position in pairs (division) and immense number permit no 


Fig. 5.—Granulozoa of molluscum contagiosum from a section stained with 
diluted Giemsa stain (original preparation, x 960). 


other conclusion. Furthermore, they appear to be the identical organisms 
which dermatologists have learned to recognize in smears. From the 
fact that they are found more readily in older lesions one may perhaps 
conclude that they stain better with Giemsa’s stain after becoming 
larger, when they take the stain more intensively. Because of this their 
identification within the protoplasm, where they take the stain less 
pronouncedly, is more difficult. Further investigation of epithelioma 
contagiosum of birds, the Bollinger bodies of which have been shown 
experimentally to contain this virus, must be carried out to bring clarity. 
In this connection the question of whether these corpuscles, blackened 
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by osmium, contain accumulated granulozoa or are formed as reaction 
bodies by the cell requires further investigation. 

For dermatologists and pathologists there remains yet another ques- 
tion requiring clarification. Virchow was of the opinion that molluscum 
contagiosum, because of its peculiar lobular appearance resembling a 
sebaceous gland, was actually a transformed gland. It was, however, 
soon shown that the penetration of the virus into the epidermis gave 
rise to the formation of small lobular benign epitheliomas with a 
structure similar to that of a sebaceous gland. Of course, the epidermal 
cells of sebaceous glands produce lipoid granules, which in turn yield 


Fig. 6.—The same preparation magnified by the Leuchtbild method; « 960. 


the sebaceous secretion by a process of fatty degeneration. The para- 
sitic granulozoa of molluscum contagiosum seem to be able to inflate 
cells in the same way as the granules normally present in the cells of the 
sebaceous glands. It would therefore appear that the granulozoa exer- 
cise a formative stimulus on the epidermal tissue, which is responsible 
for the similarity mentioned. In addition, a substance is produced in 
molluscum contagiosum, as shown by fat and osmium stains, which 
becomes horny, is converted into mulluscum corpuscles and, like the 
sebaceous secretion, finally passes out through a porous opening. These 
facts present an extremely interesting problem for the physiopathologist 
and one worth further investigation. In epithelioma contagiosum of 
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birds, similar corpuscles (of Bollinger) are produced, but the growths 
which are designated as chicken, pigeon and sparrow disease appear in 
such anomalous forms that new comparative investigations are desir- 
able. It is important to note that this bird pox virus is closely related to, 
or perhaps even identical with the virus of the lethal canary disease of 
Kikuth. Although dermatologists regard human molluscum contagiosum 
as a harmless “wart,” a comprehensive parasitologic and_ histologic 
investigation of this disease should be carried out. The value of egg 
and brain inoculations as well as of embryonic and cellular cultures 
should be investigated. 

The second disease to receive brief mention here is lymphogranuloma 
venerum (poradenosis venerea), the causative organism (poradeno- 
granulozoon) having been excellently demonstrated by various investi- 
gators of viruses. This fourth venereal disease, which is far more preva- 
lent among Negroes in the United States than among residents of 
Europe, can be transmitted not only to monkeys but to mice and to 
guinea pigs. The simplest method of retaining the virus in pure cul- 
ture is by brain inoculation carried from mouse to mouse. When 
injected into the inguinal region of a guinea pig, the virus produces a 
granulomatous lesion with fistulas similar to those found in man. The 
disease, first produced experimentally in guinea pigs by Schlossberger 
and Lohe, is not as readily induced in them as in mice. The virus causing 
this disease was isolated by Miyagawa and his co-workers in 1933 
and the organism illustrated in colored plates. The large numbers of 
granulozoa, which these investigators termed “granulo-corpuscles” and 
pictured as being contained in phagocytes, were not found at first in 
such numbers by others, and the results have subsequently been ques- 
tioned. Recently the virus was observed by Nauck and Malamos * with 
diluted Giemsa stain and by Herzberg and Kolbmuller® with their 
victoria blue stain, and I? was able to achieve the same results with 
direct illumination, as well as with the Leuchtbild method, employing 
both stains mentioned. I demonstrated the virus not only in the lesions 
of the human form of the disease but in those of experimental infections 
in mice and guinea pigs. It was then shown that the virus is most 
clearly seen in cystlike, softened parts of the cell when the Giemsa 
method is employed. For further details the reader is referred to the 
work of Nauck and Malamos and of Herzberg and Kolbmuller. Nauck 
and Malamos, as well as Schlossberger and Lohe, observed that the 
eyes of mice became diseased following brain inoculation, and the virus 
could be clearly seen in this organ. 


5. Nauck, E. G., and Malamos, B.: Arch. f. Schiffs- u. Tropen-Hyg. 41:537, 
1937. 

6. Herzberg, K., and Kolbmuller, L. O.: Klin. Wehnschr. 16:1173, 1937. 

7. Hoffmann, E.: Med. Klin. 33:1400, 1937. 
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It may thus be said today that the fourth venereal disease is a true 
virus disease caused by the organism poradenogranulozoon, and _ its 
importance is steadily increasing. Its subsequent course, along with that 
of syphilis, requires further investigation. The organisms responsible 
for all four venereal diseases are thus known, and the data may be 
regarded as conclusive. It is interesting to note that gonorrhea is caused 
by a diplococcus, soft chancre by a bacillus, syphilis by a spirochete 
closely related to the protozoa and lymphogranuloma venereum by an 
intracellular true granular virus. Furthermore, venereal papilloma is 
produced by a filtrable virus, which I am now investigating. 


CONCLUSION 


A few general comments may be added in conclusion. Small elemen- 
tary granules similar to the granulozoa, which have become significant as 
responsible for a group of important infectious diseases, including small- 
pox and measles, were described by the anatomists Altmann and Heiden- 
hain many years ago and termed Altmannsche Granula or protomeres 
(Heidenhain). These authors substituted these granules, the last living 
elements within a cell, for the cells themselves as elementary protoplasmic 
bodies. The theory failed to gain recognition ; nevertheless, a number of 
granules contained within cells, as described by Ehrlich in leukocytes, 
are important in the production of certain ferments and antibodies. The 
rapid appearance of eosinophilia following intoxications (with mercury 
and arsphenamine) and infection (with parasitic worms, etc.) unde- 
niably points to the significance of such granules in important processes 
of life. It appears that the granulozoa are capable of entering certain 
cells of the host, particularly those of ectodermal origin, where they mul- 
tiply like the cellular granules normally present. They require the 
cellular environment for their development. This fact should furnish an 
analogy of the greatest importance to physiopathologists and micro- 
biologists and when further investigated and studied may bring a new 
understanding of the smallest forms of life. It is important to recall that 
von Leyden described similar granules, the Vogelaugen, in carcinoma 
of the breast and regarded them as responsible for cancer. From 1900 
to 1902 I investigated his contention and arrived at the conclusion that 
the granules were cellular constituents connected with the secretory 
function of the mammary gland. It is naturally the duty of every 
research worker to eliminate such “pseudo-organisms.” It must be 
emphasized that a virus organism cannot be considered as the agent 
responsible for cancer in man. It can, however, as has been shown by 
Shope, Rous and others, produce precancerous lesions in rabbits, which 
can, in turn, by reason of changes anchored in the cell itself, develop 
into cancer. Comparative studies on embryologic plant cells have shown 
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the production by irradiation with radium of general “cancerization” in 
which an apparently irreversible and permanently transmissible change in 
the nucleus was achieved.* 

My address at the Ninth International Congress of Dermatology and 
Syphilology stressed the tremendous importance of dermatology for 
the entire field of phylogenetic and comparative physiopathology. Such 
thoughts and the investigations which they prompt are important in 
considering viroses, particularly those occurring in plants. 

It is to be hoped that dermatologists will take a leading role in ful- 
filling the great aim of Pasteur and Koch, to place all the infectious 
diseases on a firm etiologic basis, and, on the other hand, in acquiring 
a fundamental knowledge of the life processes of the smallest organisms, 
which until recently have seemed to defy investigation. Thus, a new 
phase of cytopathology is created, alongside the older cellular pathology 
of Virchow. Investigations of the granulozoa are of the greatest 
importance in seeking a solution to the problem of cancer,'’ even though 
tumors in man cannot be regarded as virus diseases. 


8. Stein, E.: Neue Ergebnisse aus dem Gebiet der Krebskrankheiten, Leipzig, 
S. Hirzel, 1937, p. 160. 

9. Hoffmann, E.: Dermat. Ztschr. 72:168, 1935. 

10. Hoffmann, E.: Wien. klin. Wchnschr. 51:21, 1938. 


A NEW SPECIES OF MADURELLA 


ISOLATION AND IDENTIFICATION IN A CASE OF MADUROMYCOSIS 


ERNEST B. HANAN, M.D. 
AND 

SOPHIA ZURETT, A.B. 
BUFFALO 


The purpose of this paper is to report a case of mycetoma of the 
foot (Madura foot) in a native of India who had lived in the United 
States for eighteen years and to present the results of mycologic studies 
of the fungus isolated from the lesion. 

The fungus was identified by us as belonging to the genus Madur- 
ella, and since it differed in certain essential points from the known 
species of this genus, we feel justified in presenting it as a new species. 

No attempt will be made in this report to review in detail the clinical 
or pathologic features of mycetoma. For a comprehensive review of 
the literature on etiology there are the papers written by Boyd and 
Crutchfield? in 1921 and by Gammel? in 1927. The present clinical 
and pathologic status of this disease was described by Thompson * in 
1928. 

GEOGRAPHIC DISTRIBUTION OF MYCETOMA 


Mycetoma is endemic in certain parts of India and has been 
reported in Italy, Africa, the Philippines, South and Central America, 
Mexico, the United States and Canada. It is being encountered with 
increasing frequency in North America. Forty-three cases have been 
reported in the literature, of which nine have been classified as instances 
of maduromycosis. In only three was the condition considered to be 
due to Madurella. 

The first case was reported by Wright,* of Boston, in 1898. The 
patient was an Italian woman who had been in this country for six 
years. Boyd and Crutchfield’ expressed the belief that Wright was 


From the Laboratories of the Buffalo City Hospital and the Medical School, 
University of Buffalo. 

1. Boyd, M. F., and Crutchfield, E. D.: A Contribution to the Study of 
Mycetoma in North America, Am. J. Trop. Med. 1:215-289, 1921. 

2. Gammel, J. A.: The Etiology of Maduromycosis, Arch. Dermat. & Syph. 
15:241-284 (March) 1927. 

3. Thompson, H. L.: The Present Status of Mycetoma, Arch. Surg. 16: 
774-788 (March) 1928. 

4. Wright, J. H., cited by Gammel.” 
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probably dealing with the genus Madurella, but unfortunately the 
organism died before identification was complete. 

In 1926 Gammel and his co-workers,’ of Cleveland, reported the 
second case. From their patient’s lesions they isolated a new species 
of Madurella to which they gave the name Madurella americana. The 
patient was a Mexican, born in Texas, where he had lived until going 
north two years previous to his admission to the Cleveland Hospital. 

The third case of Madurella mycetoma was also described by 
Gammel,? and in that case he obtained a new species and named it 
Madurella ikedai. This case was later reported by Thompson and 
Ikeda ® from Minneapolis. The patient was a Negro and a native of 


Texas. 
Our case ‘is the fourth instance of mycetoma to be reported in 


North America as due to Madurella. 


REPORT OF CASE 


History.—The patient, a man aged 36, was born near Delhi, India, where he 
lived and helped on his father’s farm. When 18 years of age he came to the 
United States, living three months in the city of New York before going to 
Lackawanna, N. Y., a city but a few miles from Buffalo, where he lived and 
worked in the steel mills. 

In November 1932 he was admitted to the Buffalo City Hospital with a con- 
dition diagnosed as chronic bronchitis and pulmonary fibrosis. Records of this 
admission disclosed no complaints relative to the feet, and physical examination 
revealed no lesions. He was discharged in December of the same year. 

On Feb. 6, 1935, the patient was readmitted. He stated that he had never 
noticed any lesions on the feet until about two years previously. At that time 
he was walking along a railroad and accidentally kicked a piece of old wood, a 
sliver from which pierced the dorsum of his left foot. He removed the sliver 
and applied salve, and the wound appeared to heal. About six weeks later a 
tender swelling developed at the site of the injury, but this improved. Tender 
swellings recurred occasionally during the next two years but never became 
ulcerated. About four weeks previous to the time of admission the swelling 
became large and ulcerated, with a discharge of some greenish pus. He was 
unable to put on his shoe because of the size of the swelling and for that reason 
was admitted to the hospital on Feb. 6, 1935. 

Physical Examination—There was a swelling of about 4 by 5 cm. on the 
dorsum of the left foot, over the region of the metatarsal bones. The mass was 
freely movable under the skin, except at one point of attachment. At this point 
the skin was thickened and hyperpigmented and appeared eczematous. On pal- 
pation the mass proved to be tender and felt like a multilocular cyst. It was freely 
movable over the tendons. 

With the aid of general anesthesia, the mass and the attached skin were com- 
pletely removed. 


5. Gammel, J. A.; Miskdjian, H., and Thatcher H. S.: Madura Foot (Myce- 
toma): The Black Grain Variety in a Native American, Arch. Dermat. & Syph. 


13:66-77 (Jan.) 1926. 
6. Thompson, H. L., and Ikeda, K.: Maduromycosis, Arch. Surg. 16:764-773 


(March) 1928. 
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Pathologic Features—On section the tumor presented numerous cysts, aver- 
aging about 5 mm. in diameter and fibrously encapsulated. A dark brown serous 
fluid escaped from these cysts. Their contents were soft, could be shelled out 
easily and contained numerous black grains varying in size from that of a pin- 
point to that of a pinhead. 

These grains turned red when placed in concentrated nitric acid. A similar 
observation was described by Gammel ® for the species Madurella americana. 

When these grains were soaked in 40 per cent potassium hydroxide and crushed 
beneath a cover glass they revealed, under microscopic examination, a mass of 
granular chlamydospores, intermingled with thick-walled septate mycelial elements. 
The chlamydospores, for the most part, were brown but were frequently obscured 
by masses of amorphous black pigment. The morphologic elements of the grains 
suggested that the organism belonged to the genus Madurella Brumpt, 1905. 


Fig. 1—Section of the mycetoma, showing grain abscesses (x 25). 


Histopathologic Picture—The attached stratified epithelium showed some pro- 
liferation of the prickle cells, with acanthosis. Some of the acanthotic islands 
contained polymorphonuclear leukocytes. 

Most of the grains were situated in the deeper layers of the corium and the 
subcutaneous tissue. They were distinctly fibrously capsulated (fig. 1). Some 
sections showed several grains within one fibrous capsule. The grains were 
lobate or uniform, with fairly regular edges. Those which were uniform usually 
showed four fairly distinct zones (fig. 2). The central zone contained mainly 
cellular débris and septate mycelial elements. Surrounding this was an inner 
pigmented zone, apparently made up of irregularly distributed amorphous brown 
and black pigment, with closely packed granular and vacuolated chlamydospores. 
The third zone was made up of granular and vacuolated chlamydospores sug- 
gestive of a radial arrangement. This layer occupied about one-half the diameter 


Fig. 2.—Photomicrograph of grain, showing four fairly distinct zones com- 
posed of mycelial elements (arthrospores), chlamydospores and amorphous pigment 
(Xx 300). 


Fig. 3.—Photomicrograph of periphery of grain, showing the closely packed 
mycelial zone and the club zone (x 900). 
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of the grain. The fourth or outer pigmented zone appeared striated, suggestive of 
short and closely packed hyphae. In some grains a fifth or club zone was present, 
composed of clubs such as are frequently observed on the periphery of actino- 
mycotic granules (fig. 3). 

Immediately surrounding the grains were many polymorphonuclear leukocytes 
and much cellular débris. The capillary buds showed endothelial proliferation. 

Toward the periphery of the grain abscess there were occasional clusters of 
foam cells or xanthoma cells, with faintly staining, abundant cytoplasm and rela- 
tively small nuclei. These have been described by other observers in similar cases. 
Plasma cells predominated and infiltrated the granulation tissue. An occasional 
pigmented giant cell and a few eosinophils were observed. In the periphery the 
capillaries were larger but showed endothelial proliferation. 

The grain abscesses were surrounded by capsules of fibrous connective tissue, 
some of which were thin while others were fairly dense, with hyaline changes. 

Close to the germinal layer of the stratified epithelium were found clusters of 
granular light brown spores (fig. 4). There was no evidence of abscess formation 
about these clusters of spores, the only cellular reaction being the increased pro- 
liferation of connective tissue. 

The sweat glands were atrophic, the degree of atrophy apparently depending 
on the amount of increase in the surrounding connective tissue. 

The grain abscesses were found scattered throughout the corium, some rather 
deeply situated while others encroached on the basement membrane, causing 
atrophy and thinning of the stratified epithelium. In one section a grain abscess 
had ruptured through, while in another section a small grain was observed to be 
embedded in the epithelium. 

Postoperative Course—After operative removal of the mycetoma, petrolatum 
and gauze dressings were applied to the wound. After several days, when the 
gauze dressings were removed, they had the appearance of having been sprinkled 
with gunpowder. This was due to the numerous black pinpoint-sized grains, 
apparently escaping from the wound. 

The patient was discharged fourteen days after the operation. One year later 
examination of the foot showed normal scar formation. There was no tenderness 
or any evidence of inflammation. 


MYCOLOGIC REPORT: MORPHOLOGIC AND CULTURAL 
CHARACTERISTICS 


Preliminary Studies —The optimal culture mediums for the different 
species of Madurella have been considered by previous investigators * 
to be Sabouraud’s dextrose agar, glycerin agar and 1 per cent dextrose 
agar. These were selected, and grains obtained from the mycetoma 
were inoculated on a series of each of these mediums. 

Observation showed no growth on any of the mediums, but occa- 
sionally a grain accidentally misplaced on the side of the culture tube 
was noted to germinate and form a ring of white mycelium. Two 
tubes of Sabouraud’s medium had been inoculated with small fragments 
of the tumor tissue containing grains. Definite mycelial growth took 
place on these fragments of tissue when a grain was exposed to the 
surface. However, the growth remained limited to the tissue and did 
not spread to the adjacent medium. 
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This observation suggested that some fresh tissue was necessary 
to secure successful growth of this particular organism. Fresh guinea 
pig tissue, including cardiac muscle, skeletal muscle, connective tissue 
and liver, was obtained aseptically and placed on Sabouraud’s dextrose 
agar to maintain suitable moisture in the tissue. Inoculated grains 
that had failed to grow on the previously mentioned medium were inoc- 
ulated on these tissues. Growth failed on all except the liver. On this 


Fig. 4.—Photomicrograph of a spore cluster in the mycetoma, showing mycelial 
elements (arthrospores) and the large granular chlamydospores (x 350). 


tissue growth of a white downy mycelium was rapid and luxuriant. 
The liver tissue could be prepared by placing it in 70 per cent alcohol 
for about ten minutes immediately after removal from the guinea pig 
and loss of tissue by contamination thus obviated. 

The organism grew well on the alcohol-fixed liver but failed to 
grow on the adjacent Sabouraud’s medium. In some of the fresh liver 
cultures there was a tendency for the organism to grow on Sabou- 
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raud’s medium along the line taken by the fluid from the liver as it 
spread over the surface of the medium. This suggested the prepara- 
tion of a liver infusion-Sabouraud’s dextrose medium, with liver as 
an enriching substance. Beef liver infusion was used instead of water ; 
the other ingredients remained as in the standard formula: 40 gm. 
crude dextrose, 18 gm. agar, 10 gm. French peptone and 1,000 cc. 
liver infusion. The final py of the sterilized medium was 5.5. 

Liver infusion—dextrose agar was prepared in a similar way with 
1,000 ce. liver infusion, 15 gm. agar and 10 gm. peptone (Bacto). The 
final pH of this sterilized medium was 6.6. One per cent dextrose was 
added. 

Transplants of the organism on these mediums grew luxuriantly, 
and giant colonies formed (fig. 5). 


Fig. 5.—Ninety day colony of fungus grown on liver infusion—-Sabouraud’s 
dextrose agar at room temperature. Splitting is apparent in the medium. 


During the preliminary experiments on liver mediums a culture 
of Madurella americana was received. This organism grew more luxu- 
riantly when inoculated on the liver medium than on 1 per cent dextrose 
agar, which was considered by Gammel? to be the optimal medium 
for it. Figure 6 shows a 19 day old culture of Gammel’s organism 
and the one which we isolated from the growth on liver infusion— 
Sabouraud’s dextrose agar at 37 C. 

We have been unable up to the present time to secure a culture of 
Ikeda’s organism (Madurella ikedai). 

Growth on Liver Infusion—Sabouraud’s Agar.—In flask cultures 
on this medium the organism grew well at either room or incubator 
temperature ; growth appeared in from five to seven days but subse- 
quently developed more rapidly at 37 C. 
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The amount of excess fluid in the medium has considerable influ- 
ence on successful growth and colony formation. When the medium 
was semisolid, inoculation was usually unsuccessful or growth delayed. 
In the delayed growths the colony developed slowly in the form of a 
brown round pyramid until the apex was 3 or 4 mm. above the surface 
of the medium. At this stage white downy mycelium appeared on the 
apex, and growth became rapid. After the excess fluid had been allowed 
to evaporate, reinoculation frequently resulted in successful growth. 
Growth was only occasionally successful in fluid mediums. 

By the end of nineteen days the colonies on definitely solid mediums 
grown at 37 C. had the appearance shown in figure 6. They usually 
had the form of a slightly lobate hemisphere covered with white downy 
mycelium. There was practically no formation of surface mycelium. 
However, when the medium was comparatively dry, or after old cul- 
tures had been dehydrated, there was a tendency for the formation of 


2 


Fig. 6—Nineteen day cultures grown on liver infusion—Sabouraud’s dextrose 


agar at 37 C. (98.6 F.): 1, Gammel’s organism, Madurella americana; 2, our 


organism. 


thin surface mycelium. This was granular and bluish gray in old 
cultures and occurred more frequently at room temperature. Ovcca- 
sionally this type of growth started from the side of a colony and spread 
rapidly across the surface of the medium. This was not considered 
to represent pleomorphism, since the character of the growth seemed 
to be closely related to the character of the medium and especially to 
its moisture content. 

A microscopic cross section of a colony at nineteen days showed 
an unusual and interesting type of organization within the colony 
(fig. 7). The subsurface mycelial zone was small. Resting imme- 
diately on the surface of the medium was a spore zone; above this was 
a large zone of branching mycelium. This was capped by a slightly 
cerebriferm spore zone about 1 or 2 mm. thick. Peripheral to this 
was a white:downy mycelial zone made up of branching aerial hyphae 


averaging about 5 mm. long. 
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The appreciation of this organization within the colony was helpful 
to our subsequent microscopic studies, for it was obvious that a micro- 
scopic section from a spore zone would present an altogether different 
appearance from a similar section from any of the mycelial zones. This 
arrangement in zones was somewhat suggestive of the morphologic 
characteristics previously described for the grains found in the diseased 


tissue. 


Fig. 7.—Microscopic cross section of the fungus after nineteen days’ growth, 
showing the peripheral mycelial zone, the cerebriform spore zone and the central 
mycelial zone (X35). 


As the colony developed, the outer spore zone was thrown into 
cerebriform folds, the sulci being hidden by the peripheral mycelium. 
After about three months at 37 C. growth was apparently arrested. 
The white mycelium lost its downiness and became amorphous as the 
filaments became cemented together by a coffee-brown fluid that exuded 
onto the surface of the colony. In some places the black spore zone 
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was exposed. At this stage the interior of the colony appeared grossly 
to be a granular mass of black amorphous pigment. 

At room temperature the colony was similar but more spectacular. 
By the end of a month’s growth it began to split the medium. This 
was apparently due to the folding of the spore zone, the folds crowding 
into the medium and pushing it apart. By the end of three months the 
colony had reached a giant size, being about 2 inches (5 cm.) in diam- 
eter and sometimes piled up 1 inch (2.5 cm.) above the surface of the 
medium. There was usually a central lobe surrounded by a deep sulcus. 
The mycelium retained its downy character but became smoky gray 
over the center, with a white zone around the periphery of the colony. 
Such colony formation is shown in figure 5. 

Daughter colonies were occasionally observed on this medium but 
seemed to occur more frequently at room temperature. 

Growth on Liver Infusion—Dextrose Agar—On this medium 
growth was fairly successful but not so luxuriant as on the special 
Sabouraud’s agar. The medium was not split, and the main difference 
in growth from that previously described was in the amount of myce- 
lium, which was short and varied in color from white to smoky gray. 
At 37 C. the mycelium was darker gray, with a white downy periphery. 
The spore zone was cerebriform, black and of the consistency of an 
eggshell. 

Growth on Glycerin Agar (Without Dextrose ).—Occasional growth 
was observed at 37 C. White mycelium appeared but soon turned 
bluish gray. By the end of thirty days the colony had become umbili- 
cated and about 3 to 5 mm. in diameter. The surface was granular 
and intense black. The adjacent medium was slightly tinged with black. 
On cross section the colony appeared to consist of a tough membrane 
about 1 mm. thick, with no gross evidence of mycelium. This character 
of growth brought to mind the grains found in the tumor, and micro- 
scopic examination showed a similar morphologic picture. 

When liver infusion was substituted for the beef infusion, growth 
was secured at both room temperature and at 37 C. but more frequently 
at 37 C. The colony produced was large and similar to the growth on 
the liver infusion—dextrose agar, except that the mycelium had a gray 
tinge and the surface of the colony showed radial configuration. 

Growth on Extract Agar —Growth was inconstant but was obtained 
occasionally at 37 C. By the end of thirty days the colony measured 
about 5 mm. in diameter. The lobulated center was slightly elevated 
and was surrounded by a granular surface mycelium. The color varied 
from white to light brown, and the under surface of the colony was 
black at the center and shaded to light brown at the periphery. 


£ 
3 
x 
a 
= 


HANAN-ZURETT—NEW SPECIES OF MADURELLA 957 


Growth on Blood Agar.—Growth was unsuccessful in the fresh 
medium but occasionally occurred on old mediums at room temperature 
and at 37 C. At 37 C. the colony at the end of thirty days was about 
5 mm. in diameter and had a slightly elevated and lobulated center ; the 
entire surface was covered with a white downy mycelium. At room 
temperature the colony was about 3 mm. in diameter. The surface was 
granular, and the center was elevated and gray and was surrounded 
by a brownish zone at the periphery. 

Growth on Miscellaneous Mediums.—Repeated attempts at culture 
on potato, on glycerin-potato broth, on glycerin broth, on Loeffler’s 
serum, on Sabouraud’s dextrose and conservation mediums, on dextrose 
agar and on egg mediums were unsuccessful. Attempts to secure 
growth on liver infusion agar containing other carbohydrates have 
failed up to the time of the present communication. 

Culture of this organism in a fluid medium was only occasionally 
successful. Hanging drop cultures, even when enriched with liver, 
failed to show growth. 

An occasional growth was secured in liver infusion broth. The 
colony developed at the bottom of the tube in the form of a smooth 
puffball, with a flat surface resting against the tube. The center of 
this surface was brown or black. The growth consisted of a dense 
network of white mycelium radiating from the center. By the end of 
three months the colony was about 1 inch (2.5 cm.) in diameter. After 
four months black zones appeared in the mycelium, and after five 
months the entire colony became a mass of black mycelium. There 
appeared to be no gross change in the medium, and daughter colonies 
did not occur. 

Sclerotia were not unequivocally observed in any culture. 

Microscopic Examination.—Material studied consisted of sections 
of colonies selected at various stages of growth and prepared by the 
paraffin method and teased preparations in solution of sodium chloride 
or in 40 per cent potassium hydroxide. The sections and teased prep- 
arations were stained by various methods, including Gram’s. 

The results of these studies, in order to be understood, must be 
oriented with the gross morphologic characteristics of the colony, as 
previously described. 

Since the most characteristic growth was on liver infusion—Sabou- 
raud’s dextrose agar, cultures on this medium were most thoroughly 
studied. From a morphologic point of view it was obvious that the 
colony would have assumed a spherical shape if it had not been for its 
contact with the medium. The subsurface mycelium was apparently 
a continuation of the peripheral mycelium. The only difference was 
that the subsurface mycelium was larger, more ameboid and more vege- 
tative; it was not of greater amount. 
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Microscopically the surface spore zone was a continuation of what 
was previously called the peripheral spore zone. In other words, there 
were only three zones to the colony, i. e., a peripheral mycelial zone, a 
spore zone and a central mycelial zone. 

The peripheral mycelium measured from 3 to 5 mm. in length, 
although occasionally a colony growing onto the side of the culture 
flask had been observed to produce filaments from 15 to 20 mm. long. 
The hyphae were from 1 to 5 microns thick and consisted of a main 
stem and many branches, usually alternate. They possessed a definite 
cell wall and appeared hyaline in the early stage of growth but gradu- 
ally became coarsely granular. Only an occasional fine septum or 
sporelike swelling could be found. However, at the end of two or 
three months at room temperature, when this mycelium had changed 
to a smoky gray color, the hyphae were definitely septate. At this stage 
many racquet-shaped mycelial segments were present. Spiral forms 
had been noted at earlier stages. The segments varied between 15 and 
30 microns in length and between dense brown and black in color. 
Black irregular amorphous pigment could be observed lying free 
between the filaments. 

In this pigmented stage two or more of the filaments appeared to 
adhere. When massed in large numbers they gave the impression of 
a coremium. Near the base of these massed filaments two or more of 
them showed rapid division into irregular thick-walled spores, some 
with square ends, measuring from 5 to 12 microns in diameter. Many 
of these filaments were observed to enter into this spore formation, 
causing the production of a large globular mass suggestive of a peri- 
thecial formation (fig. 8). We have interpreted these as nodular organs 
or sclerotia. 

Since two or more filaments appeared to be involved in this spore 
formation, it was thought that this might represent a sexual phase. 
Small brown nodules or warts were observed on the mycelial segments, 
especially those that produced the nodular organs. Careful studies so 
far have revealed no mechanism for protoplasmic interchange between 
mycelial cells. 

Inoculations of these nodular organs onto suitable mediums failed 
to produce growth. 

At 37 C. the peripheral mycelium did not turn smoky gray or pro- 
duce the nodular organs but, as previously stated, became cemented 
together by a coffee-brown fluid, some of which exuded onto the sur- 
face of the colony. Microscopically, the filaments degenerated into a 
brown granular mass containing mycelial elements. 

The spore zone was from 1 to 2 mm. thick. It would appear that 
the central mycelium produced the spores and that these in turn pro- 
duced the peripheral mycelium. In the spore zone the mycelium was 
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swollen and closely packed together. The filaments formed intercalary 
spores by constriction and abstriction. They were interpreted by us 
as chlamydospores which had a tendency to appear as oidia of three 
or four spores, with the peripheral filament growing from the tip spore. 
However, the branching and budding were abundant, and some of the 
chlamydospores were terminal. Arthrospores were present but were 
probably the precursors of the chlamydospores. 


Fig. 8.—Nodular organs in the peripheral mycelium of a one hundred and 
twenty day colony grown at room temperature, showing septate filaments (700). 


When mature, the spores were double walled, measured from 15 to 
30 microns in diameter and were usually filled with a brown granular 
material, although some appeared empty. In old colonies the spores 
were obscured by the black amorphous pigment, which was extremely 
resistant to alkalis. Figure 9 shows the teased spore zone of a 45 day 
old colony. 

The central mycelium exhibited no difference histologically from 
the peripheral mycelium. As the colony developed, the central myce- 
lium was soon disturbed by the cerebriform folding of the spore zone 
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and became mixed with these spore folds. The filaments became sep- 
tate and black at about the same time that a similar change took place 
in the peripheral mycelium. Nodular organs were not present. 

Examination of the black colonies grown on glycerin agar showed 
the cellular structure to be similar to that of the crushed grains obtained 
from the tumor tissue: chlamydospores, arthrospores and hyphae min- 
gled with black pigment. 


Fig. 9—A teased preparation from the spore zone of a forty-five day colony 
grown on liver infusion-dextrose agar at room temperature, showing various 
stages of arthrospore and chlamydospore formation. The chlamydospores show 
septate mycelium and oidioform arrangement (350). 


Further microscopic studies revealed no additional information 
concerning the life cycle of this organism. 

Production of Pigment.—The production of black pigment in this 
organism was a phase of the maturity of the chlamydospores. The 
first pigment formed was brown, but as the spores matured the color 
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became intense black. This pigment apparently cemented the spores 
and hyphae together, giving, in some degree, the consistency of an egg 
shell to the spore zone. 

The brown pigment, apparently a precursor of the black pigment, 
was slightly soluble in water and in glycerin but more soluble in alkalis. 
The black pigment was more highly resistant. Both pigments were 
insoluble in fat solvents. When particles of the black spore zone were 
placed in nitric acid, the acid turned red and the granules bright red, 
as previously described for the black grains obtained from the lesion. 
Sulfuric acid was colored black. Organic acids had no effect. Solu- 
tions of hydrogen peroxide and of sodium thiosulfate had little or no 
effect. 

Blackening of the medium to any extent took place only on liver 
infusion—dextrose agar and on liver infusion-glycerin agar, and on 
these it occurred slowly. Madurella americana, growing luxuriantly 
on these mediums, produced no blackening at either room temperature 
or 37 C. We have been unable to secure growth on other carbohydrate 
mediums, even when enriched with liver. A slight blackening of plain 
glycerin agar has been observed at 37 C., but this was much more intense 
when liver was added. 

Fermentation.—The failure to secure growth on carbohydrates other 
than dextrose and the inconstant growth on fluid mediums made the 
reactions of fermentation of this organism difficult if not impossible 
to ascertain. 

Its growth on litmus milk, however, gave some interesting sugges- 
tions concerning certain enzymatic activities. 

Growth on Litmus Milk: The organism failed to grow in the milk, 
but occasionally a mycelial growth occurred on the side of the tube just 
above the surface. In about fifteen or twenty days the milk became 
acid and was coagulated. By the end of sixty days there remained only 
a clear brown fluid with a globule of fat on the surface. The reaction 
was similar to that of Madurella americana, except that the latter organ- 
ism grew in and on the surface of the milk. 

Gammel? stated that his organism completely digested the milk, 
but our observations caused us to avoid this term. The fat was appar- 
ently not digested, and after sixty days’ growth we found that the 
filtrates of the brown fluid from cultures of either Gammel’s or our 
organism could still reduce Benedict’s solution. 

Comparison with unchanged milk showed that about 25 per cent 
of the reducing substances had been removed by Gammel’s organism, 
while the reducing substances had been undisturbed by our organism. 

This led us to believe that lactose was not fermented by our organ- 
ism and that the proteins were the only ingredients of the milk to be 
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digested to any extent. The failure of the fat to be digested suggested 
that these organisms did not produce fat-splitting enzymes for milk fat. 

Growth on Gelatin—During warm weather one successful growth 
was obtained at room temperature on semisolid gelatin. The growth 
occurred at the bottom of the tube in the form of a dense white myce- 
lial puffball similar to the growth previously described in liver infusion 
broth. By the end of thirty days the colony became detached and 
floated to the surface. After forty-five days the gelatin was placed in 
the ice box for fifteen minutes. No liquefaction occurred, and the 
gelatin was not colored. 

This character of growth at the bottom of mediums, especially gel- 
atin, suggested that mycelial growth could take place at reduced oxygen 
tension but that segmentation and sporulation were inhibited. 

Staining Reactions —The best differential staining was obtained by 
Gram’s method. In the vegetative stage the granular material in the 
filaments was gram-positive, while the matrix and the cell wall were 
gram-negative. The granular material stained well with methylene 
blue. The organism was not acid-fast. 

Experiments with Animals—Subcutaneous inoculations of saline 
suspensions of the organism into rabbits, guinea pigs, rats and mice 
gave no indication of pathogenicity for these animals. 


COMMENT 


After careful search of the literature on the classification of fungi, 
we became doubtful of the validity of our preliminary identification of 
this organism as belonging to the genus Madurella. © 

The absence of septate mycelium in the early stage suggested the 
order Phycomycetes, but our failure to demonstrate zygospores or other 
fructifications characteristic of this order excluded that possibility. 

The fungus in question does not reproduce by spores contained in 
asci or basidia; therefore, it must be placed in Fuckel’s class fungi 
imperfecti, or hyphomycetes. 

According to Castellani’s* classification, the fungi imperfecti may 
be subdivided into (a) deuteromycetes, in which accessory fructifica- 
tions are present and (b) hyphales, in which accessory fructifications 
are absent. According to Castéllani, only the latter group contains 
fungi parasitic for man. . 

The subdivision in which our organism is to be placed depends on 
the interpretation of the nodular organs observed in the peripheral 
mycelium. If those organs are to be considered as accessory fructifica- 
tions, then our organism should be placed with deuteromycetes. 


7. Castellani, A.: Fungi and Fungous Diseases, Arch. Dermat. & Syph. 
16:383-425 (Oct.) 1927. 
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The information at hand shows these organs to be not accessory 
fructifications but arthrospores. They are located at the base of the 
peripheral mycelium, are intercalary, being situated on hyphae in monil- 
iform arrangement, and sometimes become globose. Some authorities 
would probably consider these organs as sclerotia. Thus, our organism 
should be placed in Vuillemin’s subclass hyphales. 

Since these spores are formed by fragmentation of the thallus, the 
organism must be placed in the order Thallosporales, suborder Arthro- 
sporineae. 

Gammel listed the following genera for this suborder: 

Author Date 
Trichophyton 1848 
Epidermophyton 1879 


Microsporum 1843 


Achorion 1845 
Trichosporum Behrend 1890 


Mycoderma Persoon 1822 
Madurella (black maduromycosis) 1905 
Indiella (white maduromycosis) 1905 


A comparison with these genera shows our organism in some 
respects to be suggestive of the genus Achorion, especially of the species 
Achorion schoenleinii. The splitting of certain mediums, as previously 
described for the organism in question, is suggestive of this group; the 
irregular and ameboid form of the mycelium in the spore zone and the 
presence of vacuolated cells and nodular organs are further suggestive 
of this genus. However, the character of the grains in the lesion and 
the production of pigment, as well as other cultural and microscopic 
characteristics described, place our organism, we believe, in the genus 
Madurella. 

The term Madurella was suggested by Brumpt® in 1905 as the 
generic name for the unidentified hyphomycete producing the black- 
grained variety of mycetoma. It is now known that other types of 
fungi may produce black-grained varieties. The term is defined by 
Castellani‘ as 

Arthrosporineae with sterile septate hyphae, reproducing the thallus by frag- 


mentation and secreting a black pigment. The spores are produced secondarily 
by binary division of the articles. They are found in black maduromycosis and 


grow well at 37 C. 


In a more recent classification of the fungi imperfecti Dodge ® placed 
the genus Madurella in the group of Torulae. The general characteris- 


8. Brumpt, E., cited by Castellani, A., and Chalmers, A. J.: Manual of 
Tropical Medicine, ed. 3, New York, William Wood & Company, 1919, pp. 2110- 


2145 and 967-1033. 
9. Dodge, W. C.: Medical Mycology, St. Louis, C. V. Mosby Company, 1935. 
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tics of the fungi of this group are dark colored mycelium, often black, 
spores usually dark colored, no differentiation of sporophores, and 
multiplication by arthrospores and chlamydospores, with rare sprouting. 


The genera described by Dodge for the group of Torulae are as 


follows: 


Coniosporium 
Hormiscium 
Pullularia 
Dematium 
Torula 
Cladosporium 
Hemispora 
Madurella 
Indiella 


Date 


1809 
1817 
1923 
1794 
1796 
1816 
1906 
1905 
1906 


Author 


Hoffman 
Berkhout 
Persoon 
Persoon 
Link 


Vuillemin 


Dodge described the genus Madurella as having a white mycelium 
with septate, branching hyphae and secreting a brown pigment. In age 
the organisms agglomerate into sclerotia containing chlamydospores. 

The different species of Madurella referred to by Dodge are as 


follows: 
Description of Colony 
Grayish white, becoming yellow when old and black- 
ening sugar culture mediums; black sterile sclerotia 
formed in the interior of the medium 
White 


Grayish to ashy on carrot; ochraceous on potato, and 
brown on Sabouraud’s agar 

Greenish gray to purplish gray, becoming purplish when 
old; on Sabouraud’s agar yellowish then purplish 

Grayish white, zonate, with brown center, folded, 
becoming dry membrane, deep chamois or darker 


Copper-yellow with greenish yellow margin, finally 
covered with a brown pubescence on Sabouraud’s 
agar; gelatin not liquefied 

Grayish white, becoming light brown; gelatin lique- 
fied; sclerotia abundant on Sabouraud’s conserva- 
tion agar; colonies acuminate on Grutz’s and on 
Sabouraud’s agar 

Tomentose and cerebriform on Grutz’s agar; little or 
no growth on Sabouraud’s agar 


Organism 


M. mycetomi (Laveran), 
Brumpt, 1905 


M. tozeuri, Nicolle and 
Pinoy, 1912 

M. rominoi, da Silva, 
1919 

M. oswaldoi, Horta, 
1919 

M. algiris (Blanchard), 
Brault and Masselot, 
1912 

M. tabarkae, Banc and 
Brun, 1919 


M. ikedai, Gammel, 1927 


M. americana, 1927 


With the exception of Madurella americana, which was available 
for study, it was necessary for us to compare our findings concerning 
the organism in question with the data in the literature concerning the 


species of this genus. 


Some of the species are necessarily only provi- 


sional and not well defined. The description is often incomplete. 
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A detailed comparison of the different species of Madurella is con- 
tained in the report by Gammel? and in Dodge’s textbook.® In order 
to conserve space, we list in detail only those characteristics of our 
organism which may be compared with the characteristics of the dif- 
ferent species described by these investigators : 


Grains Black, hard, varying in size from that of a pinhead to 
that of a grain of gunpowder; consist of abundant 
large rounded intercalary chlamydospores (many of 
them vacuolated) from 15 to 30 microns in diameter ; 
a small number of septate mycelial elements 

Optimal culture medium — Liver infusion—-Sabouraud’s dextrose agar 

Growth on Sabouraud’s Only on Sabouraud’s dextrose agar when enriched 

proof medium with liver infusion; giant colonies; cerebriform, 
white mycelium, smoky gray with white periphery 
late at room temperature 


Formation of sclerotia Nodular organs 
Optimal temperature 20 to 37 C. 
Gelatin Not liquefied 
Milk Protein digested 


Microscopic examination Filaments rather straight, usually alternately branch- 
ing, granular, from 1 to 5 microns in diameter; 
septums rare in early culture; definite, fine septums 
from 15 to 30 microns in length present in old cul- 
tures ; early formation of chlamydospores, from 15 to 
30 microns in diameter (occasionally iodiospores), 
in spore zone; late formation of nodular organs 


(arthrospores) 
Pathogenicity for animals Not pathogenic for rabbits, guinea pigs, rats or mice 
Treatment Enucleation; recovery 


After a careful search of the available literature, we feel that the 
organism isolated by us may be considered a new species, and if our 
classification proves to be valid, we suggest that the term Madurella 
lackawanna be applied to it. 

SUMMARY 


1. A case of mycetoma of the foot due to a new species of the genus 
Madurella is described. 

2. A mycologic report of the new species of Madurella is presented, 
and it is suggested that the term Madurella lackawanna be applied to it. 

3. The new species of Madurella is defined as follows: 


Madurella lackawanna, 1936: The mycelium is white or smoky gray, with a 
white periphery in old cultures. The colony tends to be spherical, with a central 
mycelial zone, a spore zone and a peripheral zone. Growth is successful only on 
Sabouraud’s dextrose agar, dextrose agar and glycerin agar when enriched with 
liver infusion. The hyphae vary in dimensions from 1 to 5 microns and are 
coarsely granular. Septums are rare in early cultures, but definite fine septums 
with smoky gray mycelium appear in later cultures at room temperature. 
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Chlamydospores appear early in the spore zone. There are nodular organs, con- 
sisting of arthrospores with square-cut ends, in the peripheral mycelium late at 
room temperature. The optimal medium is fresh liver or liver infusion- 
Sabouraud’s dextrose agar. The optimal temperature is between 20 and 37 C. 
The organism does not liquefy gelatin, digests milk proteins, does not ferment 
milk lactose and does not digest milk fat. Pigment formation is abundant, but 
blackening of the medium is more pronounced at room temperature, except on 
glycerin agar enriched with liver. There is little or no growth in fluid mediums. 
Animal inoculation gives negative results. The organism was isolated in a case 
of maduromycosis with black grains in Lackawanna, N. Y. 


4. The case reported here is the fourth reported instance of 
mycetoma in North America attributed to Madurella Brumpt, 1905. 

5. It is suggested that liver tissue possibly contains a substance 
essential to the successful growth of the different species of the genus 
Madurella. 

6. The terms “complete digestion’ and “fermentation of milk” 
should not be employed in reference to the action of Madurella ameri- 
cana on litmus milk, since the fats are apparently little affected or 
changed and lactose is not completely fermented. 


LXXVIII—TRICHOMYCOSIS AXILLARIS RUBRA 


REPORT OF A CASE WITH A _ DESCRIPTION OF THE CONDITION 


MORRIS MOORE, Pu.D. 


Mycologist to the Barnard Free Skin and Cancer Hospital, the Barnes Hospital 
and the Department of Dermatology, School of Medicine, 
Washington University 


ST. LOUIS 


Mycoses may be generally classified as saprophytic or parasitic. The 
saprophytic group includes those fungous infections which may be 
found attacking only keratinized material, such as hair, nail and con- 
sequently the horny layer of the skin. The fungi live chiefly on the 
excretions or the secretions of the body present on this material. In 
this group may be found such clinical entities as tinea versicolor, 
erythrasma, seborrheic eczema, piedra and trichomycosis. The parasitic 
group includes those diseases the micro-organisms of which are invasive. 

For the present consideration, the trichomycoses are of importance 
because there are conflicting statements in the literature as to their 
types, nomenclature, etiology and incidence. 

The following case is reported chiefly because it is supposed that 
trichomycosis axillaris rubra-is primarily a disease of the tropics and 
that in cases reported in other regions there has been contact with the 
tropical or the subtropical countries. Lane * expressed the belief that 
the condition is almost universal and not uncommon, although not 
frequent in the colder climates and probably absent in the frigid zone. 
The patient described here had at no time been out of the United States, 
nor had he been far enough south to suggest that climate was an explana- 
tion for the mycosis. 

REPORT OF CASE 

A dermatologist had noted a redness in his axillae approximately two years 
before he was examined and had thought it to be chromidrosis. The condition did 
not irritate, itch or otherwise interfere with his activity, except that his shirt 


sleeves were sometimes reddened at the points of contact with the axillae. The 
redness or “red sweat” disappeared and reappeared at intervals, and during the 


From the Laboratory for Mycological and Dermatological Research of the 
Barnard Free Skin and Cancer Hospital. 

Studies, observations and reports from the Barnard Free Skin and Cancer 
Hospital and the School of Medicine, Washington University, Department of 
Dermatology, service of Dr. M. F. Engman. 

1. Lane, J. E.: Leptothrix, J. Cutan. Dis. 37:387, 1919. 
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last attack, of several months’ duration, the patient had occasion to become slightly 
alarmed. The important feature was the lack of subjective symptoms. Redness 
was the only objective sign. 

Several hairs were examined microscopically (figs. 1 and 2) and revealed 
the condition which Castellani described as trichomycosis axillaris rubra. 


The historical, the clinical and to some degree the microscopic 
aspects have been well described by Lane? and Castellani and Wilkin- 
son.” A few pertinent facts, however, are worth repeating. 

Trichomycosis axillaris has a number of synonyms, chief of which 
are lepothrix, chromotrichomycosis, Castellani’s disease, trichomycosis 
palmellina, trichomycosis nodosa, trichomycosis chromatica, trichomyco- 
sis vulgaris, nodositas pilorum microphytica and trichonocardiasis axil- 
laris. Some of these terms are used interchangeably, although they may 
refer to different clinical entities. 


Fig. 1—Low power photomicrograph of hair from trichomycosis axillaris rubra, 
showing clumps of organisms. 


The condition is characterized by the presence on the hair shaft, 
in several places, of nodules or irregular masses of growth, which may 
surround the hair completely. The favorite sites are usually the axillae 
and the inguinal region. The nodules may be either soft or hard, at 
times resembling piedra on the scalp hairs. The disease is caused by 
a fungus, Actinomyces tenuis (Castellani) Dodge (synonyms: Nocardia 
tenuis, Discomyces, Streptothrix, Cohnistreptothrix tenuis). In the flava 
variety only A. tenuis is found, but in the nigra variety it is associated 
with a coccus producing black pigment, Micrococcus nigrescens, and in 
the rubra type with a coccus producing red pigment, M. (Rhodococcus ) 
castellanii. 

In the early stages of the infection, the fungus may grow in toward 
the cortex of the hair and consequently raise the cuticular scales and 


2. Castellani, A., ani Wilkinson, A. G.: Trichomycosis Axillaris Flava, 
Rubra and Nigra, J. Trop. Med. 26:186, 1923. 
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superficial fibers. The growth of the fungus, however, tends* to be 
outward, to form the masses just mentioned. Usually when there appears 
to be no invasion, the fungus seems to adhere to the shaft by means of a 
gelatinous substance. This is seen particularly in the moist axillae, 
especially where there are many clumps of cocci, and is probably due to 
the action of the bacteria. 


4 


< 


Fig. 2—Oil immersion photomicrograph (1/16 objective), showing (4) branch- 
ing filaments of Actinomyces tenuis and (B) dark areas of Micrococcus castellanii. 


In the case described here the pigmented growths were bright red, 
due to the red coccus, M. castellanii. These can be seen as dark masses 
in figure 2. In figure 2, the light fungus (4), A. tenuis, with its fine, 
branching filaments, can be distinguished easily from the dark cocci (B). 

The infection is spread from person to person, and one should be 
careful in handling either patients or their clothing. Aside from its 
esthetic significance, trichomycosis axillaris rubra is not serious but may 
be persistent and chronic and should be treated as soon as possible. 
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TINEA VERSICOLOR INVOLVING THE SCALP 


RUDOLF L. BAER, M.D. 
NEW YORK 


Several cases of tinea versicolor involving the scalp have been 
reported during the past few years. However, with the exception of 
a case reported by Keller* from Germany, all those hitherto observed 
have been noted in Russia and in the Far East. Matsumoto * and Shoji * 
were the first to record localization on the scalp of tinea versicolor and 
stated that this was not uncommon in the Japanese and the Chinese. In 
a short period Shoji observed twenty cases of such localization, almost 
all of them in young men. The condition usually involved the posterior 
portion of the scalp. Suzuki* in 1928 reported seventeen cases of tinea 
versicolor in unusual locations, in fourteen of which there were lesions 
on the scalp. Kaschkin * encountered Microsporon furfur in scales from 
the scalp in three of ninety-five cases of tinea versicolor. I failed to find 
mention of involvement of the scalp in any case reported in the American 
literature. 

REPORT OF A CASE 

L. T., a white man aged 60, who was born in Russia but had lived in the United 
States for the past forty years, was admitted to the Montefiore Hospital for 
Chronic Diseases because of pulmonary tuberculosis. He had an eruption which 
began in the sternal region. The patient was not aware of the lesions on the other 


parts of the body. 

On the anterior aspect of the chest there were numerous coalescing yellowish 
brown, roughly round, sharply circumscribed macules varying in size from that of 
a pinhead to that of a coin, which on scraping showed a fine branny scaling. The 
eruption involved the upper part of the abdomen, the shoulders, the arms down to 
the wrists (mainly the flexor aspects) and the upper portion of the back. Similar 
lesions were found in the pubic area, in both genitocrural regions and on the lower 
part of the right leg. On the back of the neck there was a large, dark brown, 
irregularly shaped, palm-sized, noninfiltrated, nonelevated lesion, the borders of 
which presented a scaly appearance similar to that seen on the chest. On the 


From the Dermatologic Service of the Montefiore Hospital for Chronic 


Diseases. 
1. Keller, P.: Fluorescenzerscheinungen an der menschlichen Haut, Dermat. 


Wehnschr. 82:457 (April 3) 1926. 
2. Matsumoto, cited by Shoji.* 
3. Shoji, G.: Ueber die Pityriasis auf der behaarten Kopfhaut, Acta dermat. 


7:463, 1926. 
4. Suzuki, Y.: Unusual Locations of Pityriasis Versicolor, J. Orient. Med. 


8:97, 1928. 
5. Kaschkin, P. N.: Pityriasis versicolor des behaarten Kopfes, Dermat. 


Wehnschr. 88:837 (June 15) 1929. 


BAER—TINEA VERSICOLOR INVOLVING SCALP 971 


scalp, mainly on the occipital area but extending into the parietal and the temporal 
region, there were large dark brown plaques, which were confined to the bald or 
almost bald areas. These irregularly shaped lesions presented a somewhat maplike 
appearance. At the margins the skin immediately adjoining these areas seemed to 
be slightly depigmented (figure). 

Repeated extemporaneous examinations of scales from the lesions on the scalp, 
the chest and the neck, moistened with 10 per cent potassium hydroxide, showed 
the typical microscopic picture of M. furfur, consisting of many clustered spores 
and short hyphae. (Dr. George Lewis confirmed the microscopic diagnosis.) 
Repeated cultures on Sabouraud’s medium showed no fungi. 

The forty-eight hour papular type of intradermal test with oidiomycin (1: 100 
dilution) gave indefinite results in both affected and unaffected areas. Intradermal 


Tinea versicolor of the scalp. 


tests with trichophytin (1: 100 dilution) gave negative results in both affected and 
unaffected areas. 
All the findings in routine laboratory tests of blood and urine were within 


normal limits. 
SUMMARY 

A case of unusually extensive tinea versicolor, in which the fungus 
had invaded the skin of the scalp, the neck, the back, the chest, the arms, 
the pubic and genitocrural regicis and the right leg, is reported. 

While involvement of the scalp is said to be fairly common in the 
Mongolian races, it seems to be exceedingly rare in the Caucasian race. 
(Is this difference possibly due to the different secretions and different 
types of hair in the two races?) As far as I am aware, this is the first 
case of involvement of the scalp reported in the American literature. 
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MULTIPLE IDIOPATHIC HEMORRHAGIC SARCOMA 
OF KAPOSI 


REPORT OF A FOURTH CASE IN A FULL-BLOODED NEGRO 


L. J. A. LOEWENTHAL, M.D. M.R.C.P., D.T.M.& H. 
UGANDA, BRITISH EAST AFRICA 


In 1922 Jojot and Laigret* described a case of multiple tumors in 
a Bantu Negro of Cameroun; Ziemann and Sklarek ? expressed the 
belief that it was one of Kaposi’s sarcoma. In 1935 Ellis * reported 
another case in a full-blooded Negro and quoted Pardo-Castello* as 
having described one previously. With the exception of these three 
cases and that of a mulatto presented by Andrews ° before the Section 
of Dermatology and Syphilis of the New York Academy of Medicine, 
I can find no reference to the disease occurring in Negroes. This rarity 
may be due to a lack of skilled dermatologists in the greater part of 
Africa or may have some bearing on the racial distribution mentioned 


by Ellis * and Dorffel.* 


REPORT OF CASE 


The patient was a full-blooded Negro, a native of Bunyoro in Uganda, British 
East Africa, aged about 45. No relevant history of previous complaints could be 
elicited, and the following story of the condition present in September 1937 was 
pieced together from his somewhat uncertain statements : 

In April 1936 a nodule appeared on the right external malleolus. This was 
followed by general swelling of the foot and the evolution of more nodules, and 
these continued to appear from time to time. There was no itching, but pain in 
the ankle was complained of. The chief trouble for which relief was sought was 
excessive bleeding when one of the nodules was scratched or broken. 


1. Jojot, C., and Laigret, J.: Un cas de tumeurs superficielles observé au 
Cameroun, Bull. Soc. path. exot. 15:956, 1922. 

2. Ziemann, H., and Sklarek, B.: Die ubiquitaren Hauterkrankungen bei den 
farbigen Rassen, in Jadassohn, J.: Handbuch der Haut- und Geschlechtskrank- 
heiten, Berlin, Julius Springer, 1932, vol. 12, pt. 1, p. 499. 

3. Ellis, F. A.: Multiple Idiopathic Hemorrhagic Sarcoma of Kaposi: 
Report of a Case in an American Negro, Arch. Dermat. & Syph. 30:706 (Nov.) 
1934. 

4. Pardo-Castello, V.: Sarcoma hemorrhagico de Kaposi: Relacién de un 
caso en un individuo de la raza de color, Bol. Soc. cubana de dermat. 2:100, 1931. 

5. Andrews, G. B.: A Case for Diagnosis, Arch. Dermat. & Syph. 26:549 
(Sept.) 1932. 

6. Dorffel, J.: Histogenesis of Multiple Idiopathic Hemorrhagic Sarcoma 
of Kaposi, Arch. Dermat. & Syph. 26:608 (Oct.) 1932. 
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The patient presented about a dozen nodules on the foot and around the ankle, 
none being present on the sole or in any other part of the body. The nodules were 
hemispherical and averaged about 1 cm. in diameter; they were sessile and firm 
but not hard, were lodged in the skin, had a smooth surface and were not tender 
on palpation. Their color was somewhat lighter than that of the patient’s other 
foot, this slight pallor being partly due to stretching of the epidermis. Some of 
the older lesions were dark and wrinkled, and the patient stated that many of the 
tumors had dried up completely and fallen off. One or two recent sites of cast-off 
tumors were apparent; these showed a clean, flat, rapidly healing surface. The 
foot was edematous, and the skin between the nodules was rough and lichenified and 
showed smooth pigmented scars, apparently marking the sites of former lesions 
(see figure and compare with the illustration shown by Sutton“). 

Histologic Picture—The epidermis showed some hyperkeratosis and was 
stretched over the site of the dermal tumor, thus losing the undulatory pattern of 


Sarcoma of Kaposi in a Negro. The foot is edematous, and the skin between 
the nodules is rough and lichenified and shows smooth pigmented scars. 


the dermo-epidermal border. Elsewhere there was slight but definite acanthosis. 
Pigment seemed to be slightly diminished in the parts affected by pressure from 
below. 

The normal structure of the corium had been extensively replaced by areas of 
spindle-shaped cells arranged in whorls and apparently surrounding blood vessels. 
A few strands of dermal tissue had been preserved; these were somewhat fibrosed 
and stretched between areas of new growth to create a lobulated appearance. In 
one part of the section the spindle-shaped cells were directly continuous with the 
endothelial lining of an arteriole, as in Ellis’ report, and appeared to be derived 
therefrom, thus lending support to the theory that Kaposi’s sarcomas are, in 
actual fact, endotheliomas. In some of the arterioles the media was irregularly 


7. Sutton, R. L.: Diseases of the Skin, ed. 7, St. Louis, C. V. Mosby Com- 
pany, 1928, p. 832, figure 1. 
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hypertrophied and appeared hyaline. The capillaries showed extensive changes. 
They were more numerous than normal, ectatic and filled with red cells. In 
places there were nests of obviously newly formed capillaries and even solid lines 
of endothelial cells resembling the capillaries of the embryo before canalization. In 
most parts of the corium there was an effusion of red blood corpuscles, which were 
seen to be lying outside the blood vessels and between the spindle cells. The test 
for free iron with prussian blue gave positive results ig the sections. There was 
no excess of free melanin in any part of the tissue examined. The appearance on 
the whole agreed closely with the description and illustrations given by McCarthy.’ 


SUMMARY 


A case of typical multiple idiopathic hemorrhagic sarcoma of Kaposi 
in an African Negro is described and illustrated. 

The histologic picture supports the view that the condition is a form 
of multiple new growth derived from vascular endothelium. 


Mr. C. E. Roberts, F.R.C.S. (Edinburgh), allowed me to observe and to record 
this case; Dr. N. J. Williams prepared the microscopic sections; the Director of 
Medical Services of Uganda, British East Africa, permitted me to offer this note 
for publication. 


8. McCarthy, L.: Histopathology of Skin Diseases, St. Louis, C. V. Mosby 
Company, 1931, p. 405. 


INCIDENCE IN THE CHICAGO REGION OF 
ACNE VULGARIS 


JOSEPHINE HINRICHSEN, M.D. 
AND 


CHICAGO 


An extensive survey of the incidence of acne vulgaris in Switzerland 
was made by Bloch.’ His series included 2,136 female subjects aged 
from 6 to 18 years and 2,055 male subjects aged from 6 to 19 years. 
Since a similar survey of a large group was not available in the American 
literature, it was decided to make one. Our survey includes 2,052 sub- 
jects, 872 male and 1,180 female, between the ages of 5 and 22 years. 

Since it was desirable to compare the results of our survey with those 
of Bloch and because he has provided a classification of the severity of 
acne that is relatively quantitative, his classification has been adhered to. 

The following grades of acne were distinguished by Bloch: —, no 
efflorescence, no acne; +, under 5 comedones; +, from 5 to 20 
comedones ; + +, from 20 to 50 comedones, or inflammatory acne with 
papules and pustules, and +-+ +, over 50 comedones, papules and 
pustules. The following classification was used: (1) acne in the broadest 
sense, 1. €., ranging in severity from + to + + +; (2) acne in a nar- 
row sense, i. e., from + to + +++, and (3) acne in the narrowest 
sense, i. e., from + + to+ + +. 

Bloch found that acne in the broadest sense (type 1) occurred in 
59.6 per cent of female and in 68.5 per cent of male subjects, the 
average for both sexes being 64 per cent. Acne in the narrowest sense— 
the severe form—occurred in 8 per cent of female and 20 per cent of 
male subjects, the average for both sexes being 14 per cent. Comedones 
appeared early in his subjects. In both sexes at 6 years of age 13 per 
cent had comedones, and at 7 years, 32 per cent. The maximum incidence 
of acne in its broadest sense occurred at the age of 17 years in female 
subjects (incidence 80 per cent) and of 13 years in male subjects 
(incidence 71 per cent). Severe acne (grade ++ +) first appeared 
in female subjects at 11 years (incidence, 1.2 per cent) and reached a 
maximum incidence at 18 years (23.1 per cent). Severe acne first 
appeared in male subjects at 10 years and reached a maximum incidence 


From the Departments of Physiology and Dermatology, Northwestern Uni- 
versity Medical School. 
1. Bloch, B.: Brit. J. Dermat. 43:61-87, 1931. 


4 

$ 


976 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


at 17 years (56 per cent). For all forms of acne the maximum incidence 
was reached in female subjects at 17 years and in male subjects at 
18 years. In Bloch’s group only 3.4 per cent of female subjects at the 
age of 17 years and 0.6 per cent of male subjects at the age of 18 
years were entirely free from acne. 

Bloch found a definite correlation of the development of axillary and 
pubic hair and the onset of menses with the appearance of acne, which 
substantiates the well known relation between the appearance of acne 
and sexual maturation. 

Our survey includes three groups of subjects living under different 
conditions. For that reason the data from the different groups will be 
considered separately and then together. The three groups were as 
follows: (1) 590 children living in a children’s home and varying in 
age from 5 to 18 years, 323 boys and 267 girls; (2) 1,128 high school 
students, 549 boys and 579 girls, and (3) 334 young women attending 
a university, varying in age from 16 to 22 years. 


RESULTS OF THE SURVEY 


1. Children Living in a Children’s Home.—No evidence of acne 
was observed in boys at the ages of 5 and 6 years, except for one boy with 
a few comedones at 7 years. One girl aged 6 years and two aged 7 years 
had comedones. Severe acne appeared in girls from the age of 11 years 
on, increasing up to 18 years and decreasing thereafter (chart 1). The 
most severe forms were seen at 14 and at 16 years. In the boys acne did 
not become severe until the age of 14, after which it increased into the 
nineteenth year. The most severe forms were seen at 16, 17 and 18 
years. The incidence of severe forms was greater in boys than in girls, 
e. g., at 17 years the severe forms were 13 per cent more frequent in 
boys and at 19 years 20 per cent. Between 5 and 14 years more boys 
than girls were entirely without acne. From 15 to 18 no boy was with- 
out some comedones, whereas one girl at each of the ages 14, 15, 16 and 
17 showed no involvement. 

2. High School Students—Acne was much more severe in boys 
than in girls for all age groups from 13 to 19 years (chart 2, A and B). 
The greatest incidence and the most severe involvement occurred in 
girls at 16 and 17 years (greatest at 17 years) and in boys at 17, 18 
and 19 years (greatest at 19 years) (chart 2). At 17 years the severe 
forms were 20 per cent more frequent in boys than in girls. There was 
exactly the same difference for the eighteenth year. 

Incidence among Negroes: Among the students examined there 
were 47 Negro girls and 46 Negro boys. The most severe forms 
occurred in the girls at 16 and 17 years, chiefly in the sixteenth year, 
and in the boys at 17, 18 and 19 years, increasing with each of these 
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years. In the seventeenth year the severe form was 14 per cent more 
frequent in boys than in girls. In the eighteenth year there was no 
grade + + + acne among the girls but among the boys the incidence 
was 44.4 per cent. For the less severe grade (+ +) at 18 years the 
incidence for boys was 20 per cent higher than that for girls. 

A comparison of Negro and white girls showed the incidence of 
grade + + + acne at 16 years to be 12 per cent higher in Negroes and 
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Chart 1.—Graphic representation of the incidence (percentage) of three grades 


of acne vulgaris in the different age groups in boys and girls at the children’s 
home. Male subjects are designated by M and female subjects by F. 
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Chart 2.—Graphic representation of the incidence of the three grades of acne 
vulgaris in the different age groups. A represents high school boys; B, high school 
girls, and C, university women. 


that of grade + + acne 5 per cent lower. The incidence in Negroes 
at 17 years was 2 per cent higher for grade + + + acne and 23 per cent 
higher for grade + + acne. 

A comparison of Negro and white boys showed the incidence of 
grade +--+ + acne at 17 years to be 4 per cent higher in Negroes 
and that of grade ++ acne 26 per cent higher. At 18 years the 
incidence of grade + + -+ involvement was 23 per cent higher in 
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Negroes and of grade + + involvement 18 per cent higher. At 19 
years the incidence of grade + + + acne was 7 per cent higher in 
Negroes and that of grade + + 7 per cent higher. 

3. University Women.—Severe acne (grade + + +) was seen at 
ages 17, 18 and 19 years, chiefly at 18 years (chart 2, C). 

Comparison of Subjects at the Children’s Home and High School 
Students: This comparison shows that at the age of 13 the percentage 
of acne in the two groups was about the same, being only slightly 
higher in the girls at the children’s home. 

A comparison of the girls at the children’s home, in high school 
and at the university at the ages of 17 and 18 years reveals some inter- 
esting and significant differences. The data being bulky, only those 
which are essential are shown in table 1. In regard to grade + acne 


TABLE 1.—A Comparison of the Incidence of Acne Among Female Subjects at the 
Children’s Home, in High School and at the University at the Ages 
of 17 and 18 Years 


Grade 
+4 Total 
(Percentage) (Percentage) (Percentage) (Percentage) 

Agel7 years: 

Age 18 years: 

Children’s home................... 21.4 42.9 21.4 85.7 

Both years: 

hoMe. 17.6 43.8 24.5 85.9 


(in which there are no pustules), the differences for both years were 
not so significant ; but the differences in grades + + and + + + were 
marked between subjects at the children’s home on the one hand and 
high school and university students on the other. The relatively slight 
differences in grade + may have been due to dietary factors, the 
hormone factor undoubtedly remaining constant. The differences in 
grades + -+ and +-+-+ were most likely due to facial hygiene or 
self-applied or medically prescribed therapy, grade + + + acne always 
receiving more therapeutic attention. In the group at the children’s 
home interest in cosmetics was not general; therapy had been applied 
to only a small group, and “the social factor” was at a minimum. The 
effect of a year on the natural decrease in incidence is slight between 
the seventeenth and the eighteenth year. 

The incidence of acne was almost the same in boys at the children’s 
home and in high school (table 2), which indicates that factors of diet, 
facial hygiene and hormones were relatively constant in the male groups. 
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A comparison of the general incidence of the various grades of acne 
in the different groups is given in table 2. The absence of a striking 
difference between male and female subjects at the children’s home 
was due, we believe, to the standardized environmental conditions main- 
tained for that group. It is to be noted that the percentage of + and 
of + acne was much higher in the female subjects of the high school 
and the university group, as well as among the female Negroes. This 
is further evidence that in all the female subjects except those at the 
children’s home some factor was present which decreased the severity 
of acne. The only factor that could be discovered was that the subjects 
at the children’s home did not use cleansing creams and lotions to an 


appreciable extent. 


TaBLE 2.—A Comparison of the Incidence of Acne at All Ages in the Different 


Groups 
Grade 
+ ++ +++ Acne of 
(Per- (Per- (Per- (Per- (Per- Total All Grades, 
centage) centage) centage) centage) centage) Number Percentage 
Children’s home 
17.0 22.9 17.0 23.5 19.6 323 83.0 
iitcccweedebeaes 16.0 20.6 13.9 30.7 18.7 267 83.9 
High school 
11.2 27.1 17.9 20.4 23.4 549 88.8 
Se cticetaccunces 13.1 43.0 21.1 13.1 9.4 579 86.9 
University 
24.5 82.9 24.6 11.6 6.3 334 75.4 
Negroes in high school 
6.5 13.0 17.4 34.9 28.2 46 93.5 
guess 8.5 53.2 14.9 12.8 10.6 47 91.5 


Chart 1 shows the incidence of acne at different ages in boys and 
girls at the children’s home. The subjects at the children’s home are 
best for this comparison, because they form a controlled group and 
yield reliable evidence, in contrast to the other groups, for which 
environmental factors varied. 


COMMENT ON THE INCIDENCE OF ACNE 


Age of Onset—The survey shows that acne vulgaris may occur at 
a relatively early age. The earliest onset observed in any case in our 
survey was at 6 years in female and 7 years in male subjects. Bloch 
observed the earliest appearance of comedones at 6 or 7 years. Acne 
in its broadest sense was present to the same extent in male and female 
subjects, the university group being excluded (table 2). Acne in its nar- 
rowest sense (grades + -++ and + + + -) was present at the children’s 
home in approximately the same proportion of boys (43 per cent) and 
girls (49.4 per cent), but in the high school group acne in its narrowest 
sense was more frequent in boys (43.8 per cent) than in girls (22.5 per 
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cent), which can only be attributed to the greater attention the high 
school girls give their faces and possibly their diets. 
Sex has a definite effect on the age of onset of acne and the age at 
_which acne is most severe. In contrast to Bloch’s observation, in our 
group of subjects acne occurred later and reached its greatest severity 
later in boys than in girls (table 3 and chart 1). In girls severe acne 
was seen first at 11 years and was most severe at from 14 to 16 years. 
In boys severe acne was seen first at 14 years and was most severe 
between 16 and 19 years. Since puberty occurs earlier in girls, if sexual 


TABLE 3.—A Comparison of the Incidence of Acne (Percentage) in Our Series 
and That of Bloch 


Age (Years) 
Acne us 6 7 8 9 10 11 12 13 14 15 16 17 18 19 Total 


Female Subjects (Bloch) 


_- 86.7 748 74.2 68.0 669 52.4 44.7 27.7 183 11.2 5.3 3.4 5.3 40.4 
+ 13.3 24.0 218 28.0 283 348 29.6 344 378 235 170 16.0 19.4 25.6 
> wate iz 4.0 4.0 48 116 20.7 2.9 314 465 612 640 52.2 26.1 
12 4.5 7.8 95 159 183 15.5 22.4 6.9 
Female Subjects (Our Series) 

80.0 75.0 87.5 50.0 31.5 12.5 3.5 20.5 8.7 OS 11:3........ BS 

> ieee 19.0 21.1 188 20.7 $8 15 MS 29 16 45 .... Ml 
+ este 2.0 37.9 37.8 15.6 33.9 178 25.7 24.6 16.8 
+++ de 5.3 13.8 96 26 16.7 143 163 12.3 8.3 

Male Subjects (Bloch) 
—_ 88.2 60.7 68.0 58.2 56.7 58.1 306 21.7 226 12.2 8.4 1.1 0.6 1.7 315 
+ 11.8 32.7 30.3 346 33.1 313 588 518 484 32.9 213 165 10.3 10.4 32.6 
+ 6 6.6 6.7 yA 8.9 9.4 9.4 193 129 22.7 2.3 29 349 31.0 159 
++ 1.3 1.2 1.2 60 13.4 20 27.1 312 31.3 2.8 12.0 
Male Subjects (Our Series) 

— 1000 83.3 70.0 445 45.0 364 250 219 14.1 7.4 4.0 2.4 ! ere 

a eo «16.7 30.0 33.3 25.0 40.9 36.1 32.5 29.4 24.2 184 166 10.0 27.8 24.4 
++ weew eee 5.0 9.1 25.0 106 241 25.1 20 26.1 30.0 16.7 14.1 
+++ sont 28 136 15.7 249 34.6 37.0 43.0 388 15.0 


maturation is etiologically concerned in acne, as it apparently is, acne 
should occur earlier in girls. 

Acne has its definite onset in girls from one to three years before 
or after the onset of the menses, according to the histories obtained. 
Eighteen girls with pustular acne had not begun to menstruate. These 
girls varied in age from 11 to 13 years ; in 15 cases acne had been present 
for one year and in 3 for less than a year. The large majority of 
menarches occurred in the twelfth and the thirteenth year. With only 
occasional exceptions, the girls were well nourished and well developed 
and showed no signs of endocrine dysfunction. Ninety-one per cent 
of girls at the children’s home had completely normal menstrual periods, 
which would indicate that menstrual dysfunction was not a factor of 
importance. An exacerbation of acne before or during the menstrual 
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period was observed in a large percentage of cases—in 46 per cent 
of girls at the children’s home and 72 per cent of a group of patients 
treated at the Northwestern University Clinic. 

Heredity—The hereditary factor is generally accepted as being 
important in the etiology of acne. A history of acne in one or more 
members of the family was given by 75 per cent of the girls at the 
children’s home and by 57 per cent of the boys. In view of the general 
incidence of the disease, however, such data are of little significance. 

Race.—Goodman and Burr? made a study of 967 women under 25 
years of age, of whom 188 were gentiles and 325 were Jews under the 
age of 25. Twenty-five per cent of the gentile women and 61 per cent 
of the Jewish women had acne vulgaris. 

The incidence of acne, particularly in the more severe forms, was 
slightly higher in Negroes than in white boys. However, the number of 
cases we studied is relatively small. The incidence in female Negroes 
was about the same as that in the white girls in the same group. 

According to Fox,* acne is much less frequent in the Negro than 
in the white race. According to Ziemann,* acne rosacea is seldom seen 
in Negroes, whereas acne vulgaris occurs frequently. The results 
of our survey would lead us to agree with Ziemann rather than with 
Fox, since we found acne vulgaris approximately as frequently in Negro 
as in white girls and even more frequently in Negro than in white boys. 
Hazen,’ in a study of 11,729 Negroes with cutaneous diseases found acne 
vulgaris in 1,140. The ages and criteria for diagnosis, however, were 
not given. 

Incidence in the Chicago Region as Compared with That in Switzer- 
land.—In table 3 our figures on incidence of acne in the Chicago region 
are compared with those of Bloch. Such a comparison is indicated 
because his classification and grading system were strictly followed. 
For white subjects the incidence is higher in this region than in Switzer- 
land. The prevalence in the United States has been emphasized by 
White (quoted by Austerlitz °). 

General Points—For subjects from the children’s home detailed 
histories were available, and physical and laboratory tests were made. 


2. Goodman, H., and Burr, M.: Am. Med. 40:258-260, 1934. 

3. Fox, cited by Jadassohn, J.: Handbuch der Haut- und Geschlechtskrank- 
heiten, Berlin, Julius Springer, 1930, vol. 14, part 2, p. 293. 

4. Ziemann, cited by Jadassohn, J.: Handbuch der Haut- und Geschlechts- 
krankheiten, Berlin, Julius Springer, 1930, vol. 14, pt. 2, p. 293. 

5. Hazen, H. H.: Syphilis and Skin Diseases in the American Negro, Arch. 
Dermat. & Syph. 31:316-323 (March) 1935. 

6. Austerlitz, cited by Jadassohn, J.: Handbuch der Haut- und Geschlechts- 
krankheiten, Berlin, Julius Springer, 1930, vol. 14, pt. 2, p. 293. 
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Only general notes concerning appetite, diet, etc., could be made in regard. 
to the other groups. The following general statements, we believe, 
are warranted : 

Foci of infection did not seem to be important factors in the majority 
of cases. Tonsillectomy had been performed in 68.5 per cent of cases 
from the children’s home, and the careful periodic checks on physical 
condition, teeth, etc., which subjects in this group receive would rule 
out other foci of infection. Fifty-six per cent of the clinic patients 
who were used for therapeutic studies had undergone tonsillectomy. 

In practically all cases, i. e., for 95 per cent of girls and 94.4 per cent 
of boys, at the children’s home the appetite was excellent. The diet 
contained excessive amounts of starches, sweets or both and was low 
in meat, fresh vegetables and fruits. Only 9.6 per cent of the girls 
and 3 per cent of the boys at the children’s home had a history of con- 
stipation. Mild to moderate secondary anemia was present in approxi- 
mately one half of the girls and one fourth of the boys at the children’s 
home. 

The factor of cutaneous hygiene appears to be important. As indi- 
cated before, the only way to account for the low incidence of the more 
severe forms of acne in the high school girls, as compared with the 
children’s home girls, was on the basis of the more frequent use of 
cleansing creams and lotions by the high school group. Inspection 
of table 2 shows that this factor apparently decreased the incidence of 
severe involvements and increased the incidence of mild forms. It 
had no effect, however, on the incidence of all forms of acne (in 
table 2 compare the children’s home group with the high school group). 
The lower incidence of all forms of acne in the university women was 
probably due to the factor of age. The role that therapy administered 
by a dermatologist played in this group could not be accurately measured, 
though we believe it was appreciable. 


CONCLUSIONS 


Acne vulgaris appears and reaches the more severe stages at an 
earlier age in girls than in boys. This is contrary to the findings of 
Bloch, who studied Swiss children, but is in harmony with the fact that 
acne vulgaris is a disease associated with sexual maturation, which 
occurs earlier in the female than in the male. 

Acne vulgaris has a higher incidence in boys and girls ranging from 
6 to 19 years of age in the Chicago region than in Switzerland. 

For all grades of acne vulgaris there is no significant sexual differ- 
ence in its incidence. The frequent use of creams and lotions does not 
alter the incidence of acne vulgaris in its broadest sense but may 
possibly decrease the incidence of severe involvement. 


DIFFUSE POLYMORPHOUS NEUROFIBROMATOSIS 


WITH UNUSUAL LOCALIZATION AND INVOLVEMENT 
OF THE CENTRAL NERVOUS SYSTEM 


ALFRED GORDON, M.D. 
PHILADELPHIA 


Recklinghausen’s disease presents many variations in the localization 
and the intensity of the underlying pathologic process. It may remain 
stationary and limited to the cutaneous surface for many years, or it may 
be progressive at the outset and gradually involve the viscera and the 
central nervous system. The case to be described belongs to the latter 
category, and it presents some unusual localizations of neurofibromatous 


tumors. 
REPORT OF A CASE 


E. B., a man aged 21, for a number of years had multiple sessile tumors of 
various sizes, disseminated over the face, the trunk and the extremities. Six or 
seven years before examination an external deviation of the left eye developed. 
Soon afterward palsy of the peripheral type appeared on the left side of the face. 
Several months before examination he began to experience difficulty in walking, 
standing and turning while standing. 

At the time of examination some tumors were so small as to be visible only 
on close inspection. Some of them, according to the patient, had become much 
larger. The distribution of the tumors was irregular, and the location of one, on 
the posterior half of the tongue, was unusual. In the literature at my disposal I 
could not find a report of one in a similar location. The lesion was a large sessile 
mass which did not interefere with mastication, but the patient’s speech was 
decidedly defective. There were three neurofibromatous elevations which deserved 
attention because of their infrequent localizations: one at the base of the spine, 
in the middle line, another over the right eyebrow and a third on the palm. None 
of the tumors caused any subjective symptoms. However, squeezing or deep 
pressure provoked pain. 

Besides the diffuse cutaneous neurofibromatosis the patient had the following 
interesting symptoms which demonstrated the wide external and internal dis- 
tribution of the condition: The third cranial nerve on the left was involved in 
its totality, causing complete ophthalmoplegia. All the extrinsic and intrinsic 
muscles were paralyzed. The eye was deviated to the temporal region, and all 
the rectus muscles were involved. The pupil was dilated and did not react to 
light. The eye was exophthalmic. 

The face was deviated to the right side. The facial palsy was of the peripheral 
type. The presumption, therefore, was that the third and the seventh cranial nerve 
on one side were invaded independently by neurofibromas. 


Presented before the Philadelphia Neurological Society, Nov. 19, 1937. 
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Gait and station were involved. The patient walked guardedly and bilateral 
foot drop was distinct. The gait was ataxic, and Romberg’s sign was evident. 
All the reflexes of the lower extremities were gone. 

The musculature of the entire body was poorly developed, and that of the 
lower extremities suggested atrcphy. However, the test for reactions of degen- 
eration gave negative results. The blood and the urine were normal in every 
respect. The calcium content of the blood was 10.9 mg. per hundred cubic centi- 
meters. There was no history of neurofibromatosis in the family. Mentally the 
patient was nearly normal. 


Patient with neurofibromatosis, showing a tumor on the tongue and on the right 
eyebrow, associated with deviation of the left eye and paralysis of the left side of 
the face. 


To sum up: The patient presented proncunced neurofibromatosis, with tumors 
of different sizes spread over the body. Two of these had unusual seats, namely, 
on the tongue and in the eyebrow. There was marked involvement of the central 
nervous system, two cranial nerves (the third and the seventh) and the spinal 
cord being affected and all reflexes in the lower extremities being abolished. 


COMMENT 


The patient’s gait, station, loss of tendon reflexes and suspicious 
muscular atrophy in the lower limbs suggest multiple neuritis clinically 
and tumors on the peripheral nerves or roots pathologically. Such 
coincidence has been observed,' but in cases in which it exists there 
should be pain. However, cases have been reported in which pain was 
absent in spite of multiple neurofibromas on the meninges, the roots and 


1. Guillain, G.: Jahrb. f. Psychiat. u. Neurol. 52:15, 1935. 
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the nerve trunks.? Cases have been observed in which there was com- 
pression by neurofibromas in the pontocerebellar angle, at the sciatic 
nerve and in the spinal cord without sensory-motor manifestations. In 
the case under discussion there were motor manifestations and areflexia 
but no sensory symptoms, either subjective or objective. The bilateral 
foot drop was only partial. The Romberg sign was pronounced. Amyot- 
rophy was generalized and equally distributed over the entire body and 
could not be considered as actual myelopathy. Besides, there were no 
reactions of degeneration. The total absence of knee jerk and of the 
achilles tendon reflex was not entirely in keeping with the incomplete 
clinical picture of multiple neuritis. For all these reasons, one is led 
to believe that the spinal cord itself was incriminated, and the presump- 
tion is that extramedullary tumors were compressing the lumbosacral 
segment of the cord. The involvement of the base of the brain, with 
one tumor at the upper border of the pons compressing the third nerve 
on one side and another at the lower border of the pons compressing 
the seventh nerve on one side, prompts classification of the case among 
those of the encephalomedullary form of neurofibromatosis. 

The literature contains abundant cases in which such tumors have 
been found at all possible levels of the central, the peripheral and the 
sympathetic nervous system. In cases of cortical involvement * there 
have been psychic disturbances, such as intellectual deficit (idiocy or 
feeblemindedness), defective memory, psychotic manifestations, con- 
vulsions, hemiplegic phenomena and tuberous sclerosis (Bourneville ). 

Involvement of the roots and trunks of the spinal nerve, of the 
cervical plexuses, of the cranial nerves (most frequently the fifth, the 
seventh and the eighth), of the ocular system and of the pontocerebellar 
angle,t compression of the spinal cord resulting in paraplegia or 
quadriplegia,’ bulbar manifestations, Brown-Séquard’s syndrome, 
myelopathy and myopathy have all been observed in combination with 
multiple tumor of the skin.® 

Considering the common embryologic origin of the skin and the 
nervous system, one must view neurofibromatosis as a systematic neuro- 
ectodermal involvement. The tumors in this disease originate by 
cellular proliferation in Schwann’s membrane, which is considered by 
Held and Nageotte as a peripheral neuroglia. According to Reckling- 
hausen’s conception, the tumor is a fibrous proliferation of the 
perineurium. As to the pathogenesis of the disease process, some 


2. Hoerner, G.; d’Andrade, C., and Basow: Encéphale 31:124, 1936. 

3. Carriére, G.; Huriez, C., and Gervois, M.: Echo méd. du Nord 6:129, 1936. 
4. Haselager, P. J.: Monatschr. f. Psychiat. u. Neurol. 92:279, 1936. 

5. Chavany, J. A.; David, M., and Thiébaut, F.: Rev. neurol. 66:550, 1936. 
6. Kraus, L.: Fortschr. a. d. Geb. d. R6ntgenstrahlen 53:53, 1936. 
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authors have expressed the belief that it lies in some endocrine dis- 
turbance. Adrian, Merk, Kawashima and others observed in cases of 
neurofibromatosis pathologic alterations of the adrenal glands. Defective 
development of the ovaries has been another observation.?’ Other 
authors have expressed the opinion that all such endocrine disorders 
undergo repercussion into the hypophysis, with the final result of neuro- 
fibromatosis. 


7. Hugonot, G.; Willemin, F., and Ratié, A.: Bull. et mém. Soc. méd. d. 
hop. de Paris 52:1189, 1936. 


UNUSUAL RETICULAR FIBRO-ATROPHODERMA 
FOLLOWING ARSPHENAMINE DERMATITIS 


REPORT OF CASE 


ERVIN EPSTEIN, M.D. 
OAKLAND, CALIF. 


The inability to discover a similar disorder in the available literature 
prompted the presentation of the case to be reported. 


Mrs. A. M., a housewife 41 years of age, consulted an osteopath in May 
1936, because she “did not feel quite right.” He performed a Wassermann test 
and discovered serologic evidence of syphilis. He then treated her by intravenous 
injections of neoarsphenamine and intramuscular injections of a bismuth preparation 
at weekly intervals. After seven weeks of this treatment a generalized pruritic 
eruption consisting of erythema, vesicles, bullae and exfoliation developed. Several 
large bullae on the breasts coalesced and ruptured, exposing the underlying rete. 
The patient suffered severe pains in various muscles and joints. After one week 
of futile attempts to alleviate the patient’s suffering, the “doctor” referred her to 
the Los Angeles County Hospital on July 13, 1936. 

At the time of entry the patient appeared to be critically ill. Her oral tempera- 
ture was 104 F. The eruption was generalized and in some respects suggested 
acute pemphigus. Treatment consisted of starch baths, application of a soothing 
emulsion of bismuth and zinc oxide, oral administration of calcium gluconate and 
sodium bicarbonate, intravenous injection of 10 per cent dextrose, with 35 units of 
insulin as well as sodium thiosulfate, and a low carbohydrate diet. 

On July 17 the patient complained of sore throat, and examination revealed a 
diffusely reddened pharynx, with a grayish exudate on the soft palate and the tonsils. 
This exudate was not adherent. A culture demonstrated the presence of Klebs- 
Loeffler bacilli, and the patient was given 10,000 units of diphtheria antitoxin intra- 
muscularly. The pharyngeal manifestations subsided rapidly, but the patient 
continued to have daily febrile elevations to 104 F. and suffered chills each afternoon. 
Cultures of blood established the presence of hemolytic streptococcic septicemia. 
On July 30, 20 cc. of sanguinopurulent material was aspirated from the right 
cubital fossa. On the same date a transfusion of 300 cc. of citrated blood was given. 
From this time on she received 4 cc. of an erysipelas antitoxin intramuscularly and 
an additional 2 cc. intravenously every third day. 

Under this regimen the patient slowly recovered, being afebrile from August 
16 until her discharge on Sept. 4, 1936. 

As the arsenical dermatitis subsided, a peculiar atrophoderma was noted on the 
upper portion of the chest (fig. 1). The entire area that is usually exposed when 
a V neck dress is worn was atrophic. The skin was thinned and inelastic. Numer- 
ous telangiectases were present. In addition, the surface was traversed by numer- 


From the Department of Dermatology and Syphilology of the Los Angeles 
County Hospital. 
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ous keloidal bands that intersected to form a reticular network. These bands were 
approximately uniform in height and width, measuring about 2 mm. in each dimen- 
sion. The process extended from the anterolateral margins of the neck to a point 
slightly superior to the junction of the internal superior quadrants of the two 
breasts. During four months’ observation no change in this dermatosis was noted. 
A biopsy specimen was removed from one of the fibrous ridges, but unfor- 
tunately none could be obtained from the intervening atrophic area. The tissue 
was fixed in a 10 per cent dilution of solution of formaldehyde U. S. P. and stained 
with hematoxylin and eosin. The epidermis was thinned, although a considerable 
amount of intracellular edema was present. An occasional area of liquefaction 
necrosis of the basal cell layer was noted. The corium was undergoing fibrosis, 
and some endarteritis was present. There were a few foci of round cells scattered 
throughout the cutis. No other significant histologic alterations were noted. 


COMMENT 


The localization of the process to the V area of the neck is probably 
of significance. However, it is difficult to establish the sequence of 
events leading to the development of this peculiar eruption. The patient 
was certain that neither roentgen nor ultraviolet radiation had been 
administered to this area. She stated that the upper portion of her chest 
had never been particularly pigmented from the sun and that she had 
never experienced a dermatitis affecting this region. When she was 
first seen the dermatitis exfoliativa was far more severe on the breasts 
than in this area. She said she had worn V neck dresses, and possibly 
subclinical actinic irritation predisposed to the changes described. 

The process probably represents a form of linear keloid formation, 
with atrophy of the intervening skin. Certainly it is unusual for such 
a dermatosis to exist as a sequel to arsenical exfoliative dermatitis. 


SUMMARY 


A peculiar fibro-atrophoderma appearing coincidentally with the sub- 
sidence of a crustaceous dermatitis due to arsphenamine is described. 


1624 Franklin Street. 
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DERMATOLOGY WITH SYPHILOLOGY 


LEON GOLDMAN, M.D. 
CINCINNATI 


For some time syphilology has been joined intimately with derma- 
tology. This was so previously because the cutaneous manifestations 
were considered the predominant part of the disease and important 
for diagnosis. Dermatologists naturally, then, contributed brilliantly 
to progress in syphilology. 

It has been stated repeatedly that syphilis is becoming less and less 
a cutaneous disease. Erich Hoffmann has emphasized the fact that 
prenatal syphilis today presents fewer symptoms than previously and 
that severe cutaneous pictures are less common today. In large com- 
munities, at least, patients with early syphilis are now being treated 
earlier and more effectively. Because of these facts and because of 
the increasing use of better diagnostic procedures, latent and visceral 
syphilis are assuming greater importance. While it is true that treat- 
ment of early syphilis is relatively simple because it is so standardized, 
the treatment and the intelligent follow-up of the patient after the early 
phase. are frankly difficult for the average dermatologist. Unless the 
dermatologist can show that he is capable not only of treating but of 
understanding and diagnosing latent and visceral syphilis, he will no 
longer be considered a syphilologist. He must have a knowledge of 
both cutaneous and general medicine. 

It is the opinion of many general practitioners at the present time 
that with the progress in laboratory tests for syphilis and possibly with 
their increasing knowledge of cutaneous diseases, including the cutan- 
eous aspects of syphilis, the dermatologist becomes of less importance 
as a consultant in the diagnosis of early syphilis. This is borne out by the 
fact that the general practitioner is now seeing and treating more 
syphilitic patients than the dermatologist. The general physician clearly 
recognizes that syphilis is a systemic disease, and once he has established 
his diagnosis he feels capable of assuming the responsibility for the 
protracted care of the patient. When the dermatologist can qualify 
as a competent syphilologist, i.e., give advice for all phases of syphilis, 
then he is of definite help. It is not necessary to be a specialized cardio- 
logist or neurologist to understand the visceral involvement of syphilis. 
The dermatologist still has the great opportunity of seeing and knowing 
the patient who has syphilis early in its course, and a person who has 
the privilege of watching a patient during the gradual development of 
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his infection can recognize most of the commoner forms of visceral 
involvement. 

The present campaign against syphilis recognizes the control of the 
disease to rest with general practitioners rather than with dermatologists. 
Dermatologists, of course, cannot treat all the patients with syphilis, but 
they can be the ones to study syphilis critically and hand down the prin- 
ciples of diagnosis and treatment. They can still assume and—what 
is more important—maintain significant places in all divisions of this 
public health scheme, when they show they have knowledge and ability. 
If the dermatologists are disinterested, contemptuous or forcibly isolated, 
their places will be taken by a new group of physicians, called syphil- 
ologists, who are not essentially dermatologists but who are trained in 
general medicine and epidemiology with special reference to syphilis. 

To develop the necessary broad judgment, the dermatologist must 
be educated in more than simple objective “skin gazing”. I shall state 
the requirements briefly: The dermatologist must know medicine. He 
must be able to use his fingers, the ophthalmoscope, the stethoscope 
and the reflex hammer. Such discipline can be acquired early during 
his training period. Physicians accepted for postgraduate training in 
dermatology and syphilology should have had the advantage of a general 
or a medical internship or of general practice. During the training 
period in dermatology and syphilology in the hospital or as an associate, 
the student must be given the opportunity of personal contact and train- 
ing in the examination of the syphilitic patient not only during the 
early but during the intermediate and the late phase. He must continue 
the practice of making complete physical examinations. Such a desir- 
able end may be attained in a hospital service where members of the 
division of dermatology and syphilology have the opportunity to see and 
treat all forms of syphilis. In too many hospitals syphilology is split 
up among so many different services, with so many diverse ideas, that 
the dermatologic service is liable to get only a small fraction of the 
interesting cases for study. It is emphasized again that there must be 
available an opportunity for study—not simply for giving, mechanically, 
various forms of injections. The largest amount of material will 
naturally be in the clinics, and these branches should be managed, and 
managed well, by the dermatologic staff alone. Consultation when neces- 
sary should be sought from other services. Fortunately, such an arrange- 
ment is possible in some of the larger centers for dermatologic training 
in this country. The ideals for such training have been listed by 
Stokes... The American Board of Dermatology and Syphilology has 
served the purpose well by requiring a knowledge of visceral syphilis 


1. Stokes, J. H.: The Processes and Organization of Graduate Medical 
Education, Arch. Dermat. & Syph. 36:1129 (Dec.) 1937. 
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from the candidate, who must answer practical questions on the symp- 
tomatology of cardiovascular and neural syphilis. 

Why is all this gloomy harangue needed? Only because one wishes 
to keep the name syphilologist. The dermatologist is still an important 
part of the present setup in syphilology. He will continue as an impor- 
tant member only as he continues to improve his knowledge and technic 
in the study of visceral syphilis. If he does not care to train himself 
in such details or if he believes that the private practice of syphilology 
is not sufficient to warrant such trouble, then he will not be concerned 
with the question of the separation of syphilology from dermatology. 

There is another reason, and a selfish one, which appeals particularly 
to the youth in the dermatologic field. To maintain the dignity and the 
importance of the specialty it is necessary that it should not be weakened 
through either indifference or ignorance. 

I believe that a general knowledge of dermatology is necessary for 
proper evaluation of syphilology and that dermatologists should strive 
to keep this study within the realm of their specialty. This they can 
do by establishing themselves as leaders in advanced studies in the field 


of syphilology. 


CLINICAL EXCRETION OF BISMUTH 


Vv. EXCRETION OF SOBISMINOL AND OF SOME OTHER BISMUTH 
PREPARATIONS FOR ORAL ADMINISTRATION 


TORALD SOLLMANN, M.D. 


HAROLD COLE, M.D. 
AND 
KATHARINE HENDERSON, A.B. 


WitH THE COLLABORATION OF GEORGE W. BINKLEY, M.D.; Harris Connors, 
M.D.; G. Cooper, M.D.; W. F. Scuwartz, M.D.; Maurice SULLIVAN, 
M.D., anp W. R. Love, M.D. 


CLEVELAND 


The oral absorption of ordinary bismuth compounds is too inconstant 
and too slight for reliable antisyphilitic action. Several special com- 
pounds have been introduced with claims that they have produced 
clinical and serologic benefit in syphilis. We have tried two of these, 
but found them clinically inactive and the excretion produced insig- 
nificant. Recently Hanzlik and his associates’ introduced a new type 
of compound, sobisminol (sodium bismuthate soluble), and reported it 
to be effective for oral as well as intramuscular administration and to 
produce a urinary excretion equal to that of the ordinary compounds 
for intramuscular injection. As we have developed a somewhat stand- 
ardized technic for comparing the excretion produced by the various 
bismuth compounds, it appeared interesting to see how the excretion 
produced by this new compound, especially when administered orally, 
compared with that of the other compounds of which we have records 
and to attempt to correlate it with the clinical results in syphilitic patients. 
Sodium bismuthate (NaBiO,) contains 70 per cent bismuth. Sobisminol 
is prepared in two forms: (1) a solution for intramuscular injection, 
containing 3 per cent sodium bismuthate (2 per cent bismuth) in 50 
per cent propylene glycol with 8 per cent triisopropanolamine, and (2) 
capsules for oral administration, containing 0.2 Gm. of sodium bis- 
muthate (0.14 Gm. of elemental bismuth), less propylene glycol and 
no water. 


From the Department of Pharmacology and the Department of Dermatology 
and Syphilology of the School of Medicine, Western Reserve University. 

This work was done under grants from the Therapeutic Research Committee 
of the Council on Pharmacy and Chemistry of the American Medical Association. 

1. Hanzlik, P. J.; Lehman, A. J., and Richardson, A. P.: Sodium Bismuth- 
ate Soluble, Am. J. Syph., Gonor. & Ven. Dis. 24:1, 1937. 
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EXCRETION OF BISMUTH AFTER INTRAMUSCULAR INJECTION 
OF SOBISMINOL 


It appeared sufficient to compare sobisminol with other bismuth 
preparations for intramuscular injection on the basis of the level of 
excretion of bismuth after three weeks of treatment. For sobisminol the 
usual routine consisted of the intramuscular injection of 2 cc. of the 
solution (42 mg. of bismuth) every three days for three weeks. Toward 
the end of this time the urine and the feces were collected for from 
two to six days (including the day of injection, and the preceding and 
the following day), and the median quantity of bismuth was taken as the 
level of excretion for this day. The study included ten patients, who 
had received from four to nine injections, or from 168 to 378 mg. of 
bismuth, the median quantity injected being 252 mg. of bismuth. The 
median daily level of urinary excretion at the end of three weeks (twenty- 
one days) was 8.4 mg. of bismuth, the extremes being 1.56 and 16 mg. 


TasLeE 1—Daily Urinary Excretion of Bismuth After Three Weeks of Intra- 
muscular Injection (Comparison of Sobisminol with Other Preparations) 


Amount Excreted, Mg. per Day 
A. 


Total Dose, 


Preparation Mg. Bismuth Extremes Median 
Bismuth and potassium tartrate in oil.............. 192 15 to 3.4 2.5 
Bismuth subsalicylate in Oil..............cceeeeeeees 225 0.1 to 0.8 0.5 


and the interquartile range from 4.37 to 11 mg. This indicates good 
absorption, distinctly better than that for any of the established prepara- 
tions, as shown in table 1. 

The median daily fecal excretion of bismuth of six patients on the 
twenty-first day was 0.87 mg., the extremes being 0.15 and 2.28 mg. 
About 9 per cent (range from 5 to 18 per cent) of the total amount 
excreted on that day was excreted in the feces. When this figure is 
compared with those for the fecal excretion of the other bismuth com- 
pounds studied by us (table 2), it is seen that sobisminol falls in the 
middle group, having a percentage of fecal excretion higher than that of 
the water-soluble citrates and tartrates and of the oil-soluble biliposol, 
about equal to that of oil-soluble bismo-cymol and of iodobismitol and 
lower than that of bismuth subsalicylate suspended in oil. Thio-bismol 
yields a much higher fecal excretion, as noted before,? and in that 
respect is in a class by itself. Judged from the urinary and the fecal 


2. Sollmann, T.; Cole, H. N., and Henderson, K. I.: Clinical Excretion of 
Bismuth, Am. J. Syph., Gonor. & Ven. Dis. 21:280, 1937. 
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excretion after intramuscular injection, sobisminol should rank high 
among bismuth preparations used for antisyphilitic treatment. 


CLINICAL COMMENTS 


The subjects to whom injections of 2 cc. of sobisminol (42 mg. 
of bismuth) were given generally received these every three days. In 
two instances injections were administered three times a week. The 
clinical and dark field evidence of response seemed to be the same in all 
cases. There were seven subjects with secondary syphilis and one with 
tertiary syphilis (localized gummatous osteitis of the forehead and a 
broken-down gumma of the inner end of the clavicle). The osteitis 
responded only slightly to seven injections of 2 cc. each, though the 
process on the clavicle dried up and healed. Only after administration of 
mapharsen did the lesion on the forehead react. In the subjects with 


TaBL_e 2.—Relation of Daily Urinary to Daily Fecal Excretion of Bismuth at the 
End of Three Weeks’ Treatment with Different Bismuth Preparations 


Total Bismuth Excreted, Median Mg. per Day 
Dose, 
Mg. Percentage 
Preparation Bismuth Urine Feces Total in Feces 

Citrate and tartrate................ 288 5.87 0.14 6.01 2.3 
240 4.37 0.19 4.56 3.89 
252 9.45 0.87 10.91 9.0 
225 2.64 0.27 2.91 9.54 
150 5.29 0.61 5.90 10.3 
Bismuth subsalicylate in oil........ 225 0.64 0.10 0.74 13.95 


These figures, with the exception of those for sobisminol, were calculated from the weekly 
totals for urinary and for fecal excretion in the third week. They represent, therefore, the 
excretion level for about the eighteenth day. 


secondary syphilis with extensive, proliferating condylomas, spirochetes 
disappeared in two, three, six, eight and ten days, with a mean of six 
days. In one subject, who had extensive broad condylomas and nodular 
syphiloderms on the face, there was a remarkable response, organisms 
completely disappearing forty-eight hours after the first injection and 
the entire eruption being gone in ten days. None of the condylomas took 
more than twenty-one days to resolve. In one subject, with a maculo- 
papular eruption, there was even a complete reversal of the Wassermann 
reaction to negative after the twentieth injection. On the whole, moder- 
ate discomfort was noted after the injections; otherwise no evidence of 
intolerance was observed. The clinical results were most satisfactory. 


URINARY EXCRETION OF BISMUTH AFTER ORAL ADMINISTRATION 
OF BISMUTH AND POTASSIUM TARTRATE AND OF 
GLYCERITE OF BISMUTH 

Before the introduction of sobisminol two preparations which had 
been recommended for oral administration had been examined, namely, 
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bismuth and potassium tartrate, which, according to Kolmer,’® produces 
clinical improvement of syphilis when administered orally, and glycerite 
of bismuth, the use of which was reported by Brigham.‘ The latter prep- 
aration contains 25 per cent bismuth and sodium tartrate. Neither of 
these preparations had been subjected to studies of excretion. They were 
administered in the doses advised by the aforementioned authors. 
Kolmer’s water-soluble and bismuth potassium tartrate was given 
orally to three patients in doses of 2 grains (0.13 Gm.) three times a 
day for from twenty-one to thirty-two days, for total doses of from 
5,386 to 8,208 mg. of bismuth. The urinary excretion of bismuth most 
of the time did not exceed 0.01 mg. per day. On only one day the urine 
contained 0.06 mg. of bismuth, an amount still far below the therapeutic 


level. 


CAsE 1.—H. A., a patient at the Lakeside Hospital, was suffering from a gen- 
eralized papular syphiloderm. He received one capsule three times a day from 
July 5 to Aug. 4, 1936, for a total of ninety-three capsules, or 11.16 Gm. of 
bismuth. The dark field examination still gave positive results at the end of 
twelve days. He was then given 0.04 mg. of mapharsen intravenously, and the 
secondary eruption and the organisms promptly disappeared. 

Case 2.—A. S., a patient at the Lakeside Hospital, was treated for a secondary 
papular syphiloderm. Dark field examination of material from a chancre on the 
lower jaw gave positive results at the time of admission and again after twelve 
days, when a total dose of thirty-six capsules (4.32 Gm.) of bismuth had been given. 
Administration of the capsules was continued until a total of sixty-nine had been 
taken, so that studies of excretion could be made. The primary lesion healed slowly, 
and the secondary eruption faded. On the whole, the clinical response in these two 
cases was unsatisfactory. 

Case 3.—J. D. was a patient with dermatomycosis who was used simply for 
excretory studies during his stay in the hospital. 


Glycerite of bismuth was administered orally to three patients in 
doses of from 10 to 20 minims (0.6 to 1.2 cc.) three times daily, or from 
228 to 457 mg. of bismuth per day for twenty-one days, for a total of 
from 6,858 to 7,215 mg. of bismuth. The daily urinary excretion of 
bismuth averaged 0.18 mg., that on the highest day being 0.7 mg. The 
ievel did not rise after the first week of administration. The total 
excretion of bismuth for each of three weeks was only 1.54, 4.4 and 
6 mg. These amounts are below the level at which therapeutic effects 
would be expected. 


Case 4.—H. A., a man, had secondary syphilis with mucosal lesions on the 
tonsils. Therapy was started with 10 minims (0.6 cc.) three times a day on Nov. 


3. Kolmer, J. A.: Oral Administration of Potassium Bismuth Tartrate in 
the Treatment of Syphilis, Arch. Dermat. & Syph. 31:9 (Jan.) 1935. 

4. Brigham, R. O.: Oral Administration of Bismuth Glycerite in the Treat- 
ment of Syphilis, Clin. Med. & Surg. 40:405, 1933. 
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23, 1933, and the dose was increased to 15 minims (0.9 cc.) three times a day on 
Dec. 1, 1933. On account of lack of clinical response he was given 0.45 Gm. of 
neoarsphenamine on Nov. 26, 1933. This produced remarkable improvement. He 
was discharged on Dec. 13, 1933, after having received 940 minims (57.9 cc.) of 
glycerite of bismuth and 2.4 Gm. of neoarsphenamine. 

Case 5.—I. M., a woman, had late prenatal syphilis and interstitial keratitis. 
Treatment was started with 10 minims (0.6 cc.) three times a day, and raised to 
15 minims (0.9 cc.) three times a day on Novy. 24, 1933, and to 20 minims (1.2 cc.) 
three times a day on Nov. 28, 1933. It was discontinued on Dec. 7, 1933. The 
therapeutic effect was indecisive, and on Noy. 25, 1933, supplementary therapy with 
typhoid vaccine was instituted. 

Case 6.—H. S., a man with secondary papular syphilis, was given 10 minims 
(0.6 cc.) three times a day, beginning Noy. 23, 1933; the dose was raised to 15 
minims (0.9 cc.) on Dec. 1, 1933, and to 20 minims (1.2 cc.) on Dec. 5, 1933. 
Therapy was discontinued owing to lack of response on Dec. 13, 1933, after a 
total of 940 minims (57.9 cc.) had been given. Neoarsphenamine was then 
administered and produced prompt involution of the symptoms. 


A somewhat complex and semisecret mixture containing bismuth, 
probably chiefly as sodium bismuth citrate, and glycerin, has been intro- 
duced under the name of bismutrate. We have not studied this prepa- 
ration. According to a table quoted by Forst® from Serefis, the daily 
urinary excretion of bismuth during its administration for six weeks 
was 1 mg., which is less than a fifth of the median excretion obtained 
by us during oral administration of sobisminol. The determinations of 
Serefis were made by a different method (activation of the stannic lead 
reduction), which has not given us satisfactory controls. Mulzer and 
Serefis claimed good clinical results in syphilis. 


ORAL ADMINISTRATION OF SOBISMINOL 


The urinary excretion of bismuth was studied during oral adminis- 
tration of sobisminol with eight subjects. Four patients received one 
capsule (140 mg. of bismuth) three times a day for twenty-one days, 
for a total of 8.82 Gm. of bismuth. This dose was but slightly higher 
than that of bismuth and potassium tartrate and of glycerite of bismuth. 
Three other patients received three capsules of sobisminol three times 
a day for twenty-one days, for a total of 26.46 Gm. of bismuth. The 
excretion of sobisminol after oral administration is plotted in the top 
and the bottom tier of the chart. For comparison we have included. 
graphs showing the excretion during three weeks of treatment by 
intramuscular injection with the three different types of bismuth prepa- 
rations : a water-soluble compound (iodobismitol ), an oil-soluble prepara- 
tion (biliposol) and an oil suspension (bismuth and potassium tartrate 


5. Forst, in Heffter, A.; Heubner, W., and Schiiller, J.: Handbuch der 
experimentellen Pharmakologie, Berlin, Julius Springer, 1936, vol. 3, pt. 4, p. 2401. 
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in oil). It will be seen that there is no significant difference in the type 
of curve for the urinary excretion of bismuth after the oral administra- 
tion of sobisminol and after the intramuscular injection of other prepa- 
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Mg- cR MS 
Bi 3 
WEEKS 0 z 3 4 2 2 3 ° 2 3 
tig IN OW (DRL), kly injections, 64 mg. of Bi per dose. 
Mg. 3 
Bi 2 
WEEKS 0% ' 2 3 + 2 4 
1 BILIPOSOL, weekly int lar injections, 80 mg. per dose. 
4 4 4 4 4 4 4 
Si as WN 
5 
Mg. 4 
Bi 5 
2 
WEEKS 0 2 3 
lODOBISMITOL, iweekly int: lar injections, 25 mg.of Bi per dose. 
HS 
54 
Bi 3 
2 


WEEKS 


SOBISMINOL, oral, 1.8Gm. (=1.26Gm. Bi) per day. 


4 4 


14{DR PR “(2 weeks’ treatment) 
124 
il 
10 
Mg. 9 
Bi 8 
7 
6 
5+ 
47 
3 
2 


WEEKS ° 2 3 2 

Urinary excretion of bismuth after three weeks’ treatment. (Arrows indicate 
beginning and end of treatment by oral administration or by intramuscular injec- 
tion. Initials designate patients.) 


rations. The bismuth appeared in the urine in therapeutically significant 
quantities on the first day of injection, the median being 0.88 mg. of bis- 
muth with the lower dosage and 3.37 mg. of bismuth with the higher dos- 
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age, and then increased moderately, with the customary daily fluctuations. 
The median daily level for all the specimens of urine taken at the end 
of three weeks (on the twentieth, the twenty-first and the twenty-second 
day) was 1.8 mg. of bismuth with the lower dosage and 5.42 mg. of 
bismuth and bismuth subsalicylate in oil with a median daily excretion of 
dosage to be in a class with the oil suspensions (between bismuth and 
potassium tartrate in oil with a median daily excretion of 2.5 mg. of 
bismuth and bismuth subsalicylate in oil with a median daily excretion of 
0.5 mg. of bismuth). In the higher dosage the preparation ranks third 
in the list, producing an excretion exceeded only by that after intra- 
muscular injection of sobisminol (8.4 mg.) and about equal to that after 
administration of iodobismitol (5.6 mg.). 

The peak excretion (median for the three highest consecutive days) 
is possibly significant as reflecting the maximum concentration in the 
blood. For the oral administration of 0.42 Gm. of bismuth daily in 
sobisminol the median peak level was 2.8 mg. per day, which compares 
fairly well with the peak levels for the weekly intramuscular injections, 
namely: iodobismitol, 2.6 mg.; citrate and tartrate in water, 2.6 mg.; 
bismo-cymol (75 mg. of bismuth per dose), 2.8 mg.; bismo-cymol (100 
mg. of bismuth per dose), 4.4 mg., and thio-bismol, 5.2 mg. of bismuth. 
With the large dose (1.26 Gm. of bismuth daily) the median peak level 
was 10.9 mg. This was higher than that for two or three intramuscular 
injections per week of iodobismitol, which was 5.9 mg. after a total dose 
containing 150 mg. of bismuth; of citrate and tartrate, 5.9 mg. after 
a total dose containing 288 mg. of bismuth; of thio-bismol, 7.8 mg. 
after a total dose containing 450 mg. of bismuth, or of biliposol, 7.7 
mg. after a total dose containing 320 mg. of bismuth. It approaches 
that for the larger dosage of biliposol, 13.2 mg. after a total dose con- 
taining 800 mg. of bismuth. 

The total cumulative urinary excretion of bismuth, shown in table 3, 
is of the same order after oral administration of sobisminol as after 
intramuscular injections of the commonly used preparations. That for 
the lower dosage of sobisminol is just below, and that for the higher 
dosage, considerably above, any of those for other preparations and 
about two and one-half times their median. The higher dosage is, there- 
fore, highly efficient ; one should probably watch for symptoms of over- 
dosage. 

When the administration was stopped, the urinary excretion of bis- 
muth dropped promptly, reaching about 1 mg. within a week. There is, 
therefore, little accumulation of absorbable bismuth in the digestive tract, 
and the therapeutic action lasts but little beyond the actual period of 
administration. 
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The percentage of urinary excretion is low in comparison with that 
of the other compounds (table 3), the total being from 0.3 to 0.6 per 
cent and the median 0.53 per cent in three weeks, as against totals of 
from 14.7 to 49 per cent for the other compounds. This difference is 
due, of course, to the limited absorption from the gastro-intestinal tract. 
It is of no special significance, except probably from the standpoint of 
expense. 

CLINICAL RESPONSES 

Patients taking sobisminol by mouth were divided into two groups, 
in one of which the dose employed was that recommended originally by 
Hanzlik (one capsule three times a day) and in the other, the larger one 
later recommended (three capsules three times a day, each containing 
0.2 Gm. of sodium bismuthate, or 140 mg. of bismuth). 


Tas_e 3.—Total (Cumulative) and Percentage of Bismuth Excreted in Three 
Weeks (Median Values in Descending Order of Excretion) 


Total Urinary Weekly Total Percentage 

Excretion Dose of Bismuth of Bismuth 

of Bismuth Commercial Administered, Excreted in 
Preparation in3 Weeks Preparation Mg. Urine 
Bismuth and potassium tartrate in oil.... 37.8 2 cc. 190 19.90 
Citrate and tartrate 66.0 6 ce. 288 22.00 
Iodobismitol 72.4 2 ce. 150 49.00 
79.0 4 to 6 ec. 560 14.20 
Thio-bismol 88.7 2 ce. 450 19.80 
118.1 4 to 6 ce. 800 14.70 


One capsule at 10 a. m., at 3 p. m. and at 8 p. m. produced a response 
which was, on the whole, disappointing. That dose was given to two 
patients with primary and four with secondary syphilis. Only one, a 
patient with secondary syphilis who had moist papules and palmar and 
plantar lesions, experienced drying up of the lesions and disappearance 
of the organisms by the fifth day. Three other patients with secondary 
lesions had organisms persisting for nineteen, twenty and twenty-one 
days, respectively. Moreover, this dosage was ineffective in the remain- 
der of the group. No signs of intolerance were noted. 

The larger dose, three capsules totaling 0.6 Gm. of sodium bis- 
muthate, or 420 mg. of bismuth, at the same intervals, was administered 
to three patients with primary and two with secondary syphilis. Spiro- 
chetes disappeared, according to dark field examination, in four, five, 
seven, ten and twelve days, respectively, the median being seven days. 
This seems favorable when the fact that the two patients with secondary 
syphilis had large condylomas richly supplied with spirochetes is con- 
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sidered. Sobisminol when taken by mouth, three capsules three times 
a day, was perhaps a little less effective than when taken by intramus- 
cular injection. Yet in one case in which there were large condylomas 
the growths had almost resolved in nine days, and in one of rupial 
syphiloderm the response was excellent. In one of these cases emesis 
occurred twelve days after the inception of therapy. In another case 
emesis was noted five different times. No other evidence of intolerance 
appeared. 

The patients receiving one capsule three times a day by mouth had 
pronounced Herxheimer reactions when arsenicals were later employed. 
This was not true of patients for whom the drug was employed intramus- 
cularly or orally in the larger dose. This indicates the more profound 
antisyphilitic effect of the intramuscular injection and of the oral admin- 
istration of the larger dose. 


CLINICAL COMMENTS 


Sobisminol, judged from the clinical effects of intramuscular injec- 
tion in particular but also of oral use, in a dose of three capsules (420 
mg. of bismuth) three times a day, is a potent antisyphilitic remedy. 
Moreover, it produces a comparatively rapid disappearance of spiro- 
chetes, according to daily dark field examinations in those cases which 
it was possible to follow. Finally, its administration is followed by a dis- 
tinctly high urinary excretion—in fact, the median of urinary excretion 
is higher than that following intramuscular injection of other bismuth 
preparations. Moreover, the excretion after oral administration is higher 
than that after administration of most bismuth preparations by any 
route. That this excretion indicates a high level of bismuth in a potent 
form in the blood stream is shown by the fact that with it there is a 
good therapeutic result. The lessened therapeutic effect when one capsule 
(140 mg. of bismuth) was administered three times a day likewise cor- 
roborates this fact. The product seems to be well tolerated. Emesis 
was noted in two of the patients receiving the product orally, and there 
was an occasional complaint of pain from the injections. No evidence 
of irritation of the kidneys or of the mucous membrane was noted. This 
corroborates the findings of Hanzlik and co-workers in the Stanford 
University Hospitals. The fact of the high urinary excretion of bismuth 
after injection and after oral administration of three capsules three 
times a day perhaps should indicate the necessity for the physician to 
watch his patient closely for evidence of intoxication by bismuth. 


SUMMARY AND CONCLUSIONS 


With intramuscular injection of sobisminol the median level of daily 
urinary excretion of bismuth at the end of three weeks of treatment 
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when 252 mg. of bismuth had been administered was 8.4 mg., which 
is distinctly higher than that with intramuscular injection of other prep- 
arations. 

The median level of daily fecal excretion at this time was 0.87 mg., 
or 9 per cent of the total excretion of bismuth. In this respect the prepa- 
ration was at about the middle of the list of preparations for intra- 
muscular use. 

Oral administration of bismuth and potassium tartrate or bismuth 
and sodium tartrate and of glycerite of bismuth in the advised dose did 
not result in the excretion of therapeutically significant quantities of 
bismuth in the urine. The therapeutic results were nil. 

The oral administration of sobisminol in the dose of three capsules 
(140 mg. of bismuth) and of nine capsules (420 mg. of bismuth) daily 
for three weeks gave curves for urinary excretion resembling closely 
in course and degree those given by intramuscular injection of the water- 
soluble and oil-soluble compounds. The rise of excretion at the begin- 
ning of treatment and the decline after its discontinuance were as prompt 
as with preparations for intramuscular use. The level of excretion for 
the lower dose ranked just below that for the other preparations ; that 
for the higher dose ranked just above them, its median total excretion 
being about twice the median excretion obtained by other methods. 
The dose, however, had to be considerably higher with oral than with 
intramuscular administration, as only a small fraction of the orally 
administered sobisminol is absorbed. The urinary excretion amounts 
to about 0.5 per cent of the quantity administered. 

Sobisminol by intramuscular injection of 2 cc. (42 mg. of bismuth) 
twice a week or by oral administration of three capsules (420 mg. of 
bismuth) three times a day gave a pronounced antisyphilitic effect. The 
effect was possibly a little stronger after the injections. 

Dark field studies revealed destruction of organisms in chancres and 
condylomas in a median of six or seven days. 

In no case even of pronounced secondary syphilis with condylomas 
did it require more than twenty-one days for disappearance of the 
lesions. 

In one case gummatous osteitis was refractory to the drug. 
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BISMUTH IN CEREBROSPINAL FLUID AFTER 
ADMINISTRATION OF IODOBISMITOL 


P. J. HANZLIK, M.D. 
SAN FRANCISCO 


The presence of bismuth in the cerebrospinal fluid after medication 
with iodobismitol has been questioned by some in the face of positive 
evidence, first reported from this institution, and of independent con- 
firmation by others.2, Some who have questioned this evidence have 
submitted positive evidence of their own for penetration of the central 
nervous system or of the cerebrospinal fluid,’ but, unfortunately, owing 
to equivocation or compromise, lack of clarity, incompleteness of data, 
uncertainty of methods and exaggeration or misconception of the con- 
cept of permeability, these reports have left much to be desired as 
regards the validity of the original claims. 

For instance, in New and Nonofficial Remedies * it is stated: 


It is claimed for sodium iodobismuthite (the bismuth compound in Iodobismitol 
with saligenin N.N.R.) that it has the quality of appearing in the spinal fluid and 
of penetrating the brain tissue. This claim and therapeutic indications based upon it 
require further confirmation. 


The essential concern is the validity of the claim for positive penetra- 
tion by bismuth of the central nervous system and the cerebrospinal 
fluid. The therapeutic phase cannot be an issue until satisfactory clini- 
cal evidence is obtained pari passu with determination of bismuth in the 


From the Department of Pharmacology, Stanford University School of 
Medicine. 

1. Hanzlik, P. J.; Mehrtens, H. G., and Spaulding, J. B.: Am. J. Syph. 
16:350, 1932. Hanzlik, P. J., and Richardson, A. P.: J. Pharmacol. & Exper. 
Therap. 50:447, 1935. Newman, H. W., and Richardson, A. P.: Am. J. Syph., 
.Gonor. & Ven. Dis. 21:77, 1937. 

2. Strandberg, J., and Sjégren, B.: Acta dermat.-venereol. 14:1, 1933. Car- 
rillo, F.; Schujman, S., and Macchi Campos, R.: Semana méd. 2:1710, 1933. 
Tsing, H. C.: Dermat. Wchnschr. 100:367, 1935. 

3. Levaditi, C.; Vaisman, A.; Manin, Y., and Schoen, R.: Bull. Soc. franc. 
de dermat. et syph. 40:738, 1933. Klauder, J. V., and Brown, H.: Question of 
Bismuth Penetration of the Nervous System, Arch. Dermat. & Syph. 29:351 
(March) 1934. 

4. New and Nonofficial Remedies, Chicago, American Medical Association, 
1937, p. 141. 
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cerebrospinal fluid.: To date no one has attempted a correlation of con- 
trolled and necessary evidence. Impressions or statistical summaries ® 
of routine and improperly or inadequately controlled clinical results are 
obviously inconclusive and unacceptable. In view of existing skepticism, 
I have undertaken impersonally to reexamine the question of the pene- 
tration by bismuth of the cerebrospinal fluid—this with the aid of dis- 
interested assistants working independently of each other—and I submit 
herewith a summary of the results obtained. Briefly, these confirm the 
results obtained colorimetrically and spectrographically and previously 
reported from this department.* 


PROCEDURE 


Specimens of spinal fluid from 12 ambulatory patients in the Stanford Clinics 
were obtained by Dr. Henry Newman, instructor in medicine. All patients, except 
2 who received no medication and served as controls, were under treatment with 


Bismuth in the Cerebrospinal Fluid After the Administration of Iodobismitol 
with Saligenin 


Intramuscular Total Concen- 
Injections of Sodium tration of 
Iodobismitol lIodobis- Bismuth in 

with Saligenin muthite Cerebro- 


Adminis- spinal 
Patient Diagnosis Number Cec. tered, Gm. Fluid Prior Medication* 
Rs 245 490 29.4 1:1,200,000 None 
Wr Dementia paralytica 203 406 24.4 1:710,000 Neo. 
Nn Dementia paralytica 170 340 20.4 1:1,200,000 Neo.; Hg.; Tryp. 
Ph Dementia paralytica 146 292 17.5 1:400,000 Neo.; Maph.; Tryp. 
Syphilis of central 146 292 17.5 1:240,000 Neo.; Bismarsen; 
nervous system Tryp. 
Pe Dementia paralytica 97 194 11.6 1:1,300,000 Sob.; Tryp.; Neo. 
Bt 79 158 9.5 1:150,000 None 
Ky Meningovascular 60 120 7.2 1:600,000 Neo. 
syphili 
Fy 60 120 7.2 1:400,000 None 
Sn Syphilis of central 5 10 0.6 1:1,300,000 None 
nervous system 
Kg Syphilis of central None None Not detectable None 
nervous system 
Ho None None Not detectable None 


* Prior medication, when employed, long preceded use of iodobismitol with saligenin and 
had no effect on the determination of bismuth in the cerebrospinal fluid. The meanings of 
the abbreviations in this column are as follows: Neo., neoarsphenamine; Tryp., trypars- 
amide; Maph., mapharsen; Sob., sobisminol, and Hg, mercury. 


iodobismitol with saligenin in varying doses. Four patients received iodobismitol 
with saligenin alone. Six had had prior medication with other antisyphilitic 
drugs, with ample rest periods before the administration of iodobismitol with 
saligenin was begun. The fluids were drawn into chemically cleaned, glass- 
stoppered bottles, which were tightly closed, wrapped in paper and stored in a 
refrigerator until delivery, so as to avoid any possible contamination with bismuth. 
This was done under the supervision of Dr. A. J. Lehman, instructor in pharma- 
cology. The fluids were delivered the same or the next day to the chemistry 
department of the university, where Dr. A. P. Leighton, associate professor 


5. Johnson, G. S., and Barnett, C. W.: Am. J. Syph., Gonor. & Ven. Dis. 
20:651, 1936. 
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of chemistry, and Dr. F. Derbenwick, graduate assistant, undertook spectrographic 
examinations. The chemists had no information about the possible content or 
source of the specimens of spinal fluid. Later they reported their results according 
to identifications of specimens on the labels. These results, together with other 
essential information, were assembled by me and are presented in the table. 


BISMUTH IN CEREBROSPINAL FLUID 


It is clear that the cerebrospinal fluid of the 10 patients receiving 
iodobismitol with saligenin showed the presence of bismuth in varying 
concentrations. The 2 patients who had received no medication showed 
no demonstrable bismuth. There was no correlation of the state of 
the disease and the total dose of iodobismitol with saligenin with the 
content of bismuth in the spinal fluid. For instance, the highest 
dose (490 cc. to Rs) resulted in one of the lowest concentrations 
(1:1,200,000), as did the lowest dose (10 cc. to Sn); the highest 
concentration (1:150,000) occurred after one of the smaller doses (158 
cc. to Bt). Sizable concentrations, i. e., from 1:150,000 to 1:710,000, 
occurred in 6 patients, only 4 showing weaker concentrations of the 
order of 1:1,000,000. Prior medication with arsenicals and combina- 
tions appeared to exert no influence on the magnitude of the bismuth 
concentration. lIodobismitol with saligenin alone in 3 patients resulted 
in concentrations of bismuth among the highest obtained. The number 
of subjects examined was too small to justify attaching importance to 
such correlations as have been attempted, and emphasis on this phase 
is not necessary here. It was not deemed necessary to multiply further 
results in order to fulfil the object of this report. The burden of proof 
rests on those who deny the presence of or suspect the absence of 
bismuth in the cerebrospinal fluid of patients receiving iodobismitol 
with saligenin. An appendix describes the spectrograph method used 
by Drs. Leighton and Derbenwick, a method which is specific for quali- 
tative identification of bismuth and adapted to quantitative estimation 
of the metal. 

THERAPEUTIC POTENTIALITIES 


Nothing need be said here as before* concerning the therapeutic 
implications of bismuth in the cerebrospinal fluid, except to suggest that 
idobismitol with saligenin is a dependable product for achieving cerebral 
penetration and therefore a suitable means of testing the possibilities of 
bismuth preparations in the treatment and prevention of neurosyphilis. 
Controlled clinical observations call for determination of bismuth in the 
cerebrospinal fluid in addition to proper correlation of clinical signs and 
symptoms of syphilis. In this connection it may be recalled that the 
concentration of bismuth in the blood of patients receiving full thera- 
peutic doses of iodobismitol with saligenin may be equal to that of the 
cerebrospinal fluid, the concentration found in the blood. being an 
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average of 0.02 mg. per hundred cubic centimeters, or 1: 5,000,000. 
The concentrations of bismuth in the specimens of cerebrospinal fluid 
in this experiment were decidedly higher, but the total dose of iodobis- 
mitol with saligenin in the majority of cases was also higher. Since 
definite antisyphilitic effects on the tissues are concurrent with the 
concentration found in the blood, there is every reason to expect similar 
antisyphilitic effects on the central nervous system concurrent with 
similar concentrations of bismuth in the cerebrospinal fluid. Higher 
concentrations of bismuth should produce more pronounced antisyphi- 
litic effects, since therapeutic efficiency is directly proportional to the 
dose of iodobismitol with saligenin, or, in other words, to the concen- 
tration of bismuth in the tissue.6 Many analyses of tissue of animals 
for bismuth under a great variety of conditions in this department 
indicate that rather high concentrations are not uncommon in the tissues 
and apparently are compatible with life. For instance, doses of iodo- 
bismitol with saligenin of therapeutic order in rabbits, though somewhat 
higher than those used clinically, produced the following concentrations 
of bismuth in the tissues: blood, 1:100,000 and 1:500,000; brain, 
1 :2,000,000; muscles, 1:400,000 and 1:625,000; kidneys, 1 :330,000 
(when 3 doses were given in one week), 1:10,000, 1:30,000, 1 :143,000 
(when 1 dose was given daily for one week), 1: 46,000 and 1: 50,000 
(when 5 doses were given in one week). Variations were considerable, 
of course, but the same held true for clinical medication with bismuth. 


SUMMARY AND CONCLUSIONS 


Impersonal and disinterested reexamination of the question of pene- 
tration of the cerebrospinal fluid by bismuth after clinical medication 
with iodobismitol with saligenin resulted in confirmation of previous 
positive results. 

The concentrations of bismuth found were variable and somewhat 
higher than before and unrelated to the total dose of iodobismitol with 
saligenin to prior medication and to the state of the disease. 

Concentrations of bismuth in the tissue$ and the possible efficiency 
of the preparation in the treatment of syphilis are discussed. 


APPENDIX 


The following scheme of analysis was used by Drs. Leighton and Derbenwick 
in the determination of the bismuth content of the specimens of cerebrospinal 
fluid. 

Standard solutions of 1:1,000, 1:10,000, 1:100,000, 1: 1,000,000 and 
1: 10,000,000 bismuth content were prepared from sobisminol strongly acidified 
with chemically pure nitric acid, so as to prevent hydrolysis of the bismuth. 


6. Hanzlik, P. J.: Proc. Soc. Exper. Biol. & Med. 31:719, 1934; J. Pharmacol. 
& Exper. Therap. 59:328, 1937. 
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Actually, bismuth subnitrate was the compound in solution; the standards were 
checked. Carbon electrodes were cratered, and a drop of each solution was placed 
on, each of a pair of electrodes, and this was allowed to evaporate by heating 
in an oven at 120 C. This process of evaporation was continued until 15 drops 
had been added on each electrode. A photograph of the arc of the electrodes was 
made, using a large prism quartz spectrograph. 

The density of the 3,067 angstrom bismuth line was measured with a micro- 
photometer, and at the same time the density of a selected carbon line was 
determined. Next, the ratio of these two lines (bismuth to carbon) was calculated. 
The ratios were then plotted against the logarithm of the concentrations of the 
solutions, and a smooth curve was drawn through these points. This curve was 
used as a standard from which the amount of bismuth in the cerebrospinal fluid 
was determined. 

An equal amount (15 drops on each electrode) of cerebrospinal fluid was 
evaporated on cratered carbon electrodes in a manner similar to that used for 
the standard solutions. A photograph of the arc of these was made and the 
ratio between the bismuth and the carbon line determined. The value obtained 
was located on the standard curve, and the concentration of bismuth of the 
unknown was that corresponding to that of the point in question. All determina- 
tions were made in duplicate, using fresh carbons for each determination and 
each specimen of cerebrospinal fluid. 
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ALOPECIA AREATA 


ROENTGEN STUDIES OF SELLA TURCICA 


ALBERT STRICKLER, M.D. 
Medical Director, Skin and Cancer Hospital 
AND 
S. I. GREENBERG, M.D. 
Resident Physician, Skin and Cancer Hospital 
PHILADELPHIA 


This study was undertaken with the thought that information of 
value might be obtained through roentgen examination of the sella 
turcica of patients with alopecia areata. Our material consisted of 33 
unselected cases of alopecia areata of varying extent. There were 22 
females and 11 males in this group, with ages ranging from 10 months 


to 55 years. 
TECHNIC AND METHOD 
Lateral views of the sella turcica were taken with an anode-film distance 
of 36 inches (91 cm.). The sagittal (anteroposterior) and the lateral dimen- 


Average Dimensions of Sella Turcica of Patients with Alopecia Areata, 
Compared with Normal Subjects 


Age Groups 
Under 6 Years 6-11 Years 12-Adult 
Number of cases............ 2 5 23 
Measurements of Sella -—— A 
Turcica, Mm. Sagittal Lateral Sagittal Lateral Sagittal Lateral 
6.5 5.6 7.3 12 9.1 8.2 
Normal subjects............ ihe $e 7.8 6.7 9.1 8.9 


sions of the sella were measured after the manner of Kornblum.1 The measurements 
were then corrected for the magnification in the roentgenographic image by the 
method and according to the tables of Fuchs.? 


RESULTS 
As gleaned from the table, the average measurements of the sella 
turcica in 28 patients of this series came within the normal dimensions 
for their respective age groups as given by Pancoast.* —Two were under 


1. Kornblum, K.: Alterations in Structure of Sella Turcles, Arch. Neurol. 
& Psychiat. 27:305-321 (Feb.) 1932. 

2. Fuchs, A. W.: Sella Turcica, Radiog. & Clin. Photog. 13:2-9 (Aug.) 
1937. 

3. Pancoast, H. K.: Interpretation of Roentgenograms of Pituitary Tumors, 
Am. J. Roentgenol. 27:697-716 (May) 1932. 
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6 years of age and for that group there are no accurate normal figures, 
but as their dimensions were close to the normal measurements of the 
next age group, they were considered normal. 

Minor variations in measurements were not considered, for it was 
believed best not to consider sellar dimensions abnormally small unless 
contracted at least 1.5 or 2 mm. in each dimension. There were only 
2 patients with such contraction in this group. Both were girls, 13 and 
17 years of age, respectively. Their measurements were, respectively, 
7.4 mm. sagitally and 5.6 mm. laterally and 7 mm. sagitally and 6 mm. 
laterally. Another patient, a woman, aged 32, had abnormally large 
dimensions of 13.8 mm. sagitally and 11 mm. laterally. 

Complete bridging of the clinoid processes occurs normally in 5.5 
per cent of patients, according to studies of Camp.* Since this finding 
may be simulated in roentgenograms by an anomaly of the processes or 
incorrect projection, the occurrence of complete bridging in 1 instance 
and of almost complete bridging in 3 other instances was not con- 
sidered of any great significance. In 2 cases shadows were seen in the 
sella turcica suggestive of partial calcification of the pituitary. The 
interpretation of such findings is considered debatable. 


SUMMARY 


Roentgenograms of the sella turcica of 30 patients of this series 
(i. e., 91 per cent) were normal, while those of 3 (9 per cent) showed 
definite abnormalities. 


327 South Sixteenth Street. 


4. Camp, J. D.: Normal and Pathological Anatomy of Sella Turcica Seen 
at Autopsy, Radiology 1:65-73 (Oct.) 1923. 
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VITAMIN C DEFICIENCY AS A CAUSE OF 
URTICARIA 


WILLIAM A. ROSENBERG, M.D. 
CHICAGO 


The number of cases of urticaria observed at the dermatologic clinic 
at Northwestern University has increased approximately 20 per cent 
from 1928 to 1935. Careful study, including cutaneous tests, often 
revealed no definite etiologic factors. Various dietary restrictions during 
treatment sometimes resulted in an exacerbation of symptoms. This 
observation and the fact that a number of the patients had been on 
relief while others had been on a diet containing limited amounts of 
citrus fruits and fresh vegetables for a prolonged period led me to 
think of the possibility of a dietary deficiency as an etiologic factor in 
urticaria. 

In 1921 Hess? suggested that there is a failure of the integrity 
of the epithelium of the blood vessels in vitamin C deficiency and that 
this is probably due to a lesion of the endothelial cells or of their 
cementing substance. 

Further study of the pathologic aspects of vitamin C deficiency by 
Wolbach and Howe? showed that the defect in the capillaries results 
from a failure of the endothelial cells to form cementing substances, 
and they concluded that the essential pathologic alteration in vitamin 
C deficiency is “an inability of the supporting tissue to produce and 
maintain intercellular substances.” They further maintained that this 
nutritional defect is present not only in the blood vessels but in the 
connective tissue of various organs of the body. 

Since urticaria is a disease involving the blood vessels and the 
connective tissues of the body and since vitamin C deficiency produces 
characteristic pathologic changes in these organs, it seemed only logical 
to investigate, first, the vitamin C content of the blood in these cases 
of urticaria. 


Miss Elizabeth Smith assisted in the determination of reduced cevitamic acid 
in the blood plasma. 

From the Department of Dermatology and Syphilology, Arthur W. Stillians, 
M.D., Director, and the Department of Chemistry, C. J. Farmer, Director, 
Northwestern University School of Medicine. 

1. Hess, A. F.: Newer Aspects of Some Nutritional Disorders, J.A.M.A. 
76:693 (March 12) 1921. 

2. Wolbach, S. B., and Howe, P. R.: Intercellular Substance in Experi- 
mental Scorbutus, Arch. Path. 1:1 (Jan.) 1926. 
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METHOD 

The amount of reduced cevitamic acid in the blood was determined by the 
method of Farmer and Abt,? in which only 0.3 cc. of blood is required. The 
blood, obtained by pricking the finger with a lancet, is collected in a small 
phial containing as much powdered potassium oxalate as can be placed on the 
large end of a toothpick. The blood is stirred immediately to prevent coagulation; 
a stopper is put in the container, and the contents are centrifuged for a few 
minutes. The plasma is deproteinized by pipeting 0.1 cc. into a 15 cc. conical 
tube for centrifugation and adding 0.1 cc. of distilled water and 0.2 cc. of 
5 per cent metaphosphoric acid. This is thoroughly mixed and centrifuged. Clear 
deproteinized fluid (0.2 cc.) is used for titration with a special pipet* so 
graduated that readings of 0.001 cc. may be accurately made. The pipet is made 
of thick-walled glass tubing, approximately 1 mm. bore, with the end drawn 
out to a fine point and turned downward. To the other end is attached a rubber sac 
filled with mercury. A large screw clamp compresses the sac controlling the 
mercury, so that Tillmans’ dye (sodium 2,6-dichlorophenolindophenol) may be 
drawn into the pipet. The column of mercury affords a means of reading the 
amount of dye used for the titration. The deproteinized plasma (0.2 cc.) is placed 
in a depression of the titration tile, and the end of the pipet is dipped into the fluid. 
While the filtrate is being stirred with a small stirring rod, the screw clamp is 
slowly turned until the first faint permanent pink appears. The amount of 
reduced cevitamic acid in the blood is then computed from the amount of dye 
used (cc.), the cevitamic acid equivalent of the dye (S) and the dilution 
factor (2,000). A blank test is run by placing 0.2 cc. of 2.5 per cent metaphosphoric 
acid in a depression of the tile and titrating to the first pink end-point, as described. 
This is subtracted from the reading of dye used in the titration of the plasma 
before calculation. (Example: A test made on an average normal adult was 
calculated as follows: cc. = 0.028 cc.; blank = 0.002 cc.; S =—0.02 mg. of 
cevitamic acid in 1 cc. of dye. (0.028— 0.002) x 0.02 x 2,000= 1.04 mg. of 
cevitamic acid per hundred cubic centimeters of plasma.) 

Tillmans dye (sodium 2,6-dichlorophenolindophenol) may be prepared from 
iablets of dye. One tablet is dropped into a 50 cc. volumetric flask and dissolved 
in distilled water, enough of which is added finally to make up the volume. The 
solution so prepared is such that 1 cc. is equivalent to 0.02 mg. of cevitamic acid. 
This solution must be made up every second day, preserved in a cool place and 
kept away from light. Some of the earlier determinations were made with dye 
solution prepared from powdered dye, which requires preliminary standardization 
against cevitamic acid, which in turn has been standardized against hundredth- 
norma! iodine solution.3> 

REPORT OF CASES 


Case 1—A man aged 42 came to the dermatologic clinic of Northwestern 
University on March 5, 1936, complaining of pains about the joints and an 
itching eruption of approximately two years’ duration. He felt weak, was unable 
to work and seemed fretful and depressed. The lesions were evanescent, lasting 
from several hours to several days and occurring on different portions of the 


3. Farmer, C. J., and Abt, A. F.: (a) Determination of Reduced Ascorbic 
Acid in Small Amounts of Blood, Proc. Soc. Exper. Biol. & Med. 34:146, 1936; 
(b) Ascorbic Acid Content of Blood, ibid. 32:1625, 1935. 


4. Obtainable at Sargent’s Drug Store, Chicago. 
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body at different times. He had been in the grocery business until 1930, when the 
depression had forced him into bankruptcy. In April 1934 he was forced to 
accept charity and went on relief. Six months later urticaria developed. Examina- 
tion of the skin showed numerous typical wheals scattered over the trunk and 
the extremities and marked dermographism. He stated that he had had practically 
no fruits of any kind for several years. His diet consisted chiefly of hamburger, 
bread, roast beef, soup, spaghetti, eggs, coffee and few vegetables. On March 15, 
1936, the vitamin C content of the blood was 0.402 mg. per hundred cubic centi- 
meters, which is less than one-half the normal average, 0.8 + mg. Cabbage, carrots, 
tomatoes, milk and green vegetables were added to his diet but had no influence 
on the lesions. On April 16 two oranges and one lemon daily were added, and 
by May 7 the hives were recurring less frequently. He was then given two 
oranges and two lemons daily, and on May 14 he stated that he had had no 
lesions in the preceding two days. On June 1 his blood showed 0.67 mg. of 
vitamin C per hundred cubic centimeters. On June 11 he stated that he had 
suffered only two attacks since May 28. He continued to eat two lemons and 
two oranges daily, and on July 2 he stated that he “felt fine,” appeared to be 
happy and cheerful and asked if he could go to work. He was discharged from 
the clinic on July 30, 1936. The Wassermann reaction was negative; urinalysis 
showed no abnormality, and a complete blood count was normal. 


Case 2.—A girl aged 5 years was transferred from the pediatric department 
on March 12, 1936, because of urticaria of about four months’ duration. Her 
diet consisted chiefly of oatmeal, farina, milk, soup, bread and butter, hamburger or 
frankfurters, spare ribs and sauerkraut, fresh vegetables once a week and an 
orange about once a week. The father stated that the family had been on relief 
for several years and that this diet was the best he could afford for his family 
of five. Her blood showed 0.502 mg. of vitamin C per hundred cubic centimeters, 
approximately one-half the normal content. On March 19, 1936, carrots, tomatoes 
and cabbage were added to the diet, and no improvement was observed to May 28. 
Then one orange and one lemon daily were supplied. The lesions persisted, how- 
ever, and on June 4 the citrus factor was increased to two oranges and two lemons 
daily. On June 18 the severity of the urticaria had decreased; the patient slept 
better and did not cry so much at night. On June 25 examination showed no signs 
of wheals or scratching. The child was kept on a diet of fresh citrus fruits, along 
with her regular food, and when last seen, July 2, 1936, had no signs of urticaria. 
Examination of the blood showed 46 per cent lymphocytes, 4.5 per cent large 
mononuclears, 36.5 per cent polymorphonuclears, 13 per cent eosinophils, 5,230,000 
red cells and 11,350 white cells. 


Cases 3 AND 4.—These cases are of interest because they involved husband and 
wife. Both had urticaria of about four months’ duration. Scabies was excluded. 
They had been on relief for four years, during which period they had had few 
fresh vegetables and citrus fruits. On April 16, 1936, vitamin C determinations 
showed for the husband’s blood 0.378 mg., and for the wife’s blood 0.473 mg. per 
hundred cubic centimeters, both less than half the normal average. Under local 
treatment, without change in diet, until Aug. 31, 1936, the lesions recurred with 
equal frequency. The Wassermann reaction was negative; there were no casts 
or blood in the urine, and the blood count was normal. 

Case 5.—A medical student aged 28 gave a history of having had urticaria 
since 1915, with periods of remission and exacerbation. From 1926 on the lesions 
became more persistent, there being from one to a hundred lesions every day on 
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different parts of his body. In 1930 cutaneous tests showed that he was sensitive 
only to strawberries. He was put on an elimination diet, but this had no influence 
on the urticaria. The following is a written statement by the patient: 

“In 1932, during the early spring, I had a large number of lesions and noticed 
that I had a desire for lemons. I first took some lemon juice. It did not taste 
sour, so I peeled a lemon and ate it, as you would an orange, and it was not sour. 
I continued to eat one at each meal for a few days until they became too sour to 
be tolerated. At the end of the first twelve hours this heavy attack of urticaria 
left. Since then I have tried to stay on a citrus fruit diet to keep down the lesions. 
After I came to Chicago there was a slight increase in the number of lesions for 
a while. I thought it was due, perhaps, to a change of climate, food and water. 
For the past two weeks, ending May 31, 1936, I took one whole lemon a day; 
during the second week I had no lesions, and there were only three during the 
first week. I’m back on a citrus fruit diet now and am still free of the lesions 
up to date, June 10, 1936.” 

On March 27, 1936, the vitamin C content of the blood was 0.57 mg. per 
hundred cubic centimeters, and there were 5,200,000 red cells and 10,500 white 
cells. 


Case 6.—A woman aged 35, referred by Dr. L. Z. Fishman on Nov. 16, 1936, 
had had a pruritic eruption for two months. The lesions lasted from several days 
to a week and continued to recur. Examination revealed numerous discrete 
wheals and edematous urticarial patches from 0.5 to 12 cm. in diameter and larger. 
They were generalized, but the lower extremities carried the burden of the attacks. 
She had been on a reducing diet for a year and a half, and during that period she 
lost considerable weight. Her diet consisted of black coffee during the day and one 
meal in the evening. She had had no orange juice or other citrus fruits during 
this period, because it spoiled her taste for coffee. Occasionally she had an apple, 
and sometimes she had some vegetables. The vitamin C content of the blood was 
0.306 mg. per hundred cubic centimeters. The urine showed no albumin or casts, 
and the blood count was normal. The patient was advised to have the juice of 
half a lemon every morning and fresh vegetables during the day. On Dec. 5, 1936, 
the lesions were not as numerous or as persistent. On December 10 the intake was 
increased to the juice of one lemon and of one orange daily. The condition 
thereupon definitely improved, and on Dec. 21, 1936, she reported that she had had 
no lesions since December 16. The vitamin C content of the blood is now 0.846 mg. 
per hundred cubic centimeters, which is approximately normal. She has telephoned 
me on several occasions and informed me that she has been entirely free from 
urticaria. 


Case 7.—A man aged 58 was referred from the medical to the dermatologic 
department on Feb. 11, 1937, because of an itching eruption of about three weeks’ 
duration. He described the lesions as “bumps that jump around” on different parts 
of his body. These lasted from several hours to several days. Examination 
revealed typical hives. The patient had been on relief since 1929, and his diet had 
been irregular, consisting chiefly of meats, some potatoes, cooked vegetables, bread, 
no butter and few fresh fruits or vegetables. On February 16 he reported that he 
had noticed purplish spots on the backs of his hands for the preceding two days. 
Similar lesions occasionally occurred on the face. He stated that they usually 
came out when he had a poor restricted diet. These hemorrhagic spots had been 
recurring for the preceding two years. He had noticed that when he was working 
and was able to have more fresh fruits and vegetables they did not occur. On 
February 25 the vitamin C content of the blood was 0.520 mg. per hundred cubic 
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centimeters. The urticarial lesions on the body were recurring, and the hemor- 
rhagic spots on the backs of his hands persisted. One orange daily and fresh 
vegetables were added to his regular diet. On March 4 he complained of itching 
over various parts of the body, but only a few uriticarial lesions had occurred 
during the previous weeks. On March 18 the blood showed 1 mg. per hundred 
cubic centimeters of vitamin C. The citrus factor was increased to one orange 
and one lemon. On March 25 no new lesions appeared on his body, and the 
lesions on the backs of his hands were practically gone. On April 15 he appeared 
well and showed no new lesions. The Wassermann reaction was negative. There 
were no casts or albumin in the urine, and the blood count was normal. 


SUMMARY 


Although numerous factors have been advanced as causes of urti- 
caria, vitamin C deficiency as an etiologic factor has heretofore not 
been given much consideration. 

Since I have had an opportunity to study a number of cases of 
urticaria in which there was a definite vitamin C deficiency in the blood 
and since citrus fruits seem to be of therapeutic value in these cases, 
I thought it timely to make this preliminary report. 


TUMORS IN LEUKEMIA AND 


LYMPHOMA 


CUTANEOUS 


OLIVE GATES, M.D. 
BOSTON 


The purpose of this study is to correlate the many varieties of 
cutaneous tumors which occur in association with leukemia and 
lymphoma. 

The material consists of 167 cases taken from a random survey of 
the literature and 22 cases observed at the Huntington Memorial, the 
New England Deaconess and the Pondville Hospital. In all these cases 
the diagnosis was clearly established according to clinical and pathologic 
criteria, the latter based on histologic study of the tumors in the skin 
and in the majority of cases on study of the lymph nodes as well. The 
classification given by the authors cited has been kept throughout. The 
general statements, unless otherwise noted, are drawn from these 189 
cases, which are analyzed in the table. 

Since there is no universally accepted classification of tumors of the 
lymph nodes and of the circulating cells, I have used a purely arbitrary 
terminology, which, it is hoped, conforms sufficiently to current usage 
to be intelligible. Those tumors which present circulating metastases, as 
manifested by a relative or an absolute increase in circulating cells, are 
classified as leukemia, with subgroups for the different types of cells. 
All other tumors arising primarily in lymphoid tissue (except the rare 
primary endothelioma of the lymph nodes, of which no examples are 
included) are grouped under the generic term lymphoma. ‘“Hodgkin’s 
disease,” although considered as scirrhous lymphoma, is grouped 
separately in the table because of the varying interpretations of the 
term. “Mycosis fungoides” and “chloroma” are discussed separately. 
The terms “lymphoma cutis” and “leukaemia cutis” are used to indicate 
discrete or diffuse infiltration of the skin by tumor cells. 

The incidence of cutaneous tumors in leukemia and lymphoma has 
been variously estimated but never clearly established. This is in large 
part due to the confusion between the nonspecific changes in the skin 
and the true tumor infiltrations. Nékam ? in 1899 made a discriminating 
study of a few cases of leukaemia cutis and lymphoma cutis. One of 


From the Laboratories of Pathology, Huntington Memorial Hospital, the 
New England Deaconess Hospital and the Pondville Hospital. 

1. Nékam, L. A.: Ueber die leukaemischen Erkrankungen der Haut, Leipzig, 
Leopold Voss, 1899, 
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the first large groups of cases to be published was collected from the 
literature by Schnitter? in 1906. This included 32 cases of leukemia 
and pseudoleukemia. No analysis of a large group of cases in which 
the diagnosis was established by biopsy has been made in recent years. 

However, it must be borne in mind that an analysis of cases collected 
from the literature gives a distorted picture of the various aspects of 
leukaemia cutis and lymphoma cutis, since only isolated cases or small 
groups of cases showing obscure or peculiar characteristics are con- 
sidered of sufficient interest to publish. This is particularly true of 
leukaemia cutis, which occurs so frequently as to excite little interest. 
The cutaneous tumors of leukemia are rarely of diagnostic significance 
except in aleukemic phases. The diagnosis of lymphoma cutis, on the 
other hand, is often obscure, and differentiation from sarcoma and 
various inflammatory conditions is difficult. In my material there were 
only 3 cases of leukaemia cutis in which tissue was available for study, 
and these were cases which had come to autopsy. In the 19 cases of 
cutaneous lymphoma there were 11 biopsy specimens, all of which were 
taken for diagnosis. 

In any discussion of the cutaneous tumors of lymphoma or leukemia, 
the so-called nonspecific cutaneous changes must be considered. These 
changes are much more common than the cutaneous tumors, usually 
precede them and vary widely in appearance. 

Pruritus is the most common of the prodromal symptoms and is 
partly responsible for the scaling exfoliation of the skin so often seen in 
both lymphoma and leukemia. It occurs most often in the scirrhous 
form of lymphoma (Hodgkin’s disease), in mycosis fungoides and in 
the diffuse forms of lymphatic leukemia. Pigmentation, usually asso- 
ciated with pruritus, is seen principally in scirrhous lymphoma and may 
be marked. Pigmentation simulating acanthosis nigricans has been 
described in 2 cases, 1 of mycosis fungoides* and 1 of Hodgkin’s disease.* 
Marked pigmentation may occur in lymphatic leukemia and is some- 
times associated with melanuria.° In a few cases pigmentation has 
been associated with infiltration of the celiac plexus or pressure of the 
tumor on the adrenal vessels. Macular or papular eruptions are 
common in association with all forms of lymphoma and leukemia. A 
scaly lichenoid change, at times indistinguishable from psoriasis, is 
frequently described, either accompanying or preceding the tumor. In 
several cases the tumor has been described as developing from true 


2. Schnitter, A.: Ueber leukamische und pseudoleukamische Hautverander- 
ungen, Inaug. Dissert., Freiberg, Speyer & Karner, 1906. 

3. Keim, H. L.: Lyimphoblastomas: Their Interrelationships, Arch. Dermat. 
& Syph. 19:533 (April) 1929. 

4. Symmers, D.: Am. J. M. Sc. 167:157, 1924. ° 

5. Rolleston, H.: Brit. J. Dermat. 36:407, 1924. 
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psoriasis. Montgomery ° reported that in 25 per cent of cases exfolia- 
tive dermatoses occurred on the basis of lymphoma, that in 18 per cent 
of his group of cases of lymphoma there was universal exfoliation and 
that in 17 per cent there was generalized to universal erythroderma. 
Erythroderma, while not among the most frequent lesions, is of impor- 
tance in that it is seen in lymphoma, Hodgkin’s disease, mycosis 
fungoides and lymphatic leukemia. Herpes zoster occasionally compli- 
cates leukemia and lymphoma and may be the result of involvement of 
the spinal ganglions or the posterior nerve roots by tumor.’ 

These various cutaneous manifestations usually precede obvious 
neoplasm, either internal or cutaneous, by weeks or years, but occasion- 
ally they do not appear until late in the disease. They are not constant 
in either character or duration in any one disease or any one person. 
Protean and evanescent, they come and go spontaneously, without 
obvious relation to the underlying disease process. True tumors may 
but do not necessarily develop on the basis of these lesions. 

The pathologic picture of these exanthems has received relatively 
little attention, partly because of their resembiance to other clinical con- 
ditions, such as psoriasis, erythroderma and pityriasis rubra, and partly 
because of the assumption that they are in the nature of toxic reactions. 
In the few available records of biopsy the histologic picture has been 
described as typical of the dermatologic condition simulated. Edema, 
epithelial changes and infiltration by inflammatory cells, more or less 
pronounced, are usually present. In some instances, however, tumor 
cells have been demonstrated as well, and in rare cases the lesion is 
composed entirely of tumor cells. Thus, there is no clearcut distinction 
between the nonspecific manifestations and the true tumors of leukemia 
and lymphoma. The two conditions may merge imperceptibly, and 
there is good reason for the hypothesis that many if not all the cutaneous 
manifestations result from tumor cells. In discussing Barney’s paper 
on leukemic myelosis associated with cutaneous tumors, Montgomery ° 
cited 2 cases of clinical lymphoblastoma in which there was no macro- 
scopic involvement of the skin. Nevertheless, sections of skin taken at 
autopsy showed dense collections of cells of the myelocytic series in 1 
case and of the lymphocytic series in the other case. 

Cutaneous tumors of leukemia and lymphoma may be differentiated 
from the exanthems. This is often difficult without biopsy. More 
frequent biopsy of early lesions might demonstrate the presence of 
neoplastic cells in lesions which would otherwise be considered toxic. 
Cutaneous tumors are not infrequently the first evidence of leukemia 
or lymphoma. Their growth does not always appear to coincide with 


6. Montgomery, H.: Exfoliative Dermatosis and Malignant Erythroderma, 


Arch. Dermat. & Syph. 27:253 (Feb.) 1933. 
7. Craver, L. F., and Haagenson, C. D.: Am. J. Cancer 16:502. 1932. 
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the growth of the internal tumors of lymphoma or with the fluctuations 
in the circulating tumor cells in leukemia. A few of the cutaneous 
tumors of lymphoma seem to be autochthonous. 

The tumors vary in size, color and tendency to ulcerate. In my 
series there were more tumors over 3 cm. in diameter in association with 
lymphatic leukemia, Hodgkin’s disease and mycosis fungoides than with 
other forms of leukemia and lymphoma. Ulceration occurred in many 
of the large tumors but usually appeared late in the course of the disease. 
In the collected cases ulceration was most frequent in cases of mycosis 
fungoides and occurred with about equal frequency in cases of 
lymphatic leukemia and of MHodgkin’s disease. Discrete masses, 
infiltrated plaques and a diffuse though not generalized thickening of 
the skin were found in all groups. There was no uniformity in the 
appearance of tumors in a given form of disease or a given person. 
Cutaneous tumors of lymphoma, leukemia and mycosis fungoides not 
infrequently were mistaken for primary epithelioma.* 

A characteristic of cutaneous tumors is their tendency to disappear 
either spontaneously or following roentgen irradiation. This seems to 
be due at least in part to local conditions, since regression and growth 
may occur simultaneously in adjacent tumors or even in the same tumor. 
When a tumor has completely regressed, its former location is usually 
marked by slightly pigmented or atrophic skin. A single tumor may 
show great variability in its reaction to roentgen irradiation, being at 
alternate periods sensitive and resistant. 

The microscopic changes in the skin in leukemia and in lymphoma 
show certain constant characteristics. In both groups of cases the 
infiltration was first localized around the blood vessels and the cutaneous 
appendages, usually only in the lower reticular layer. Thence it extended 
diffusely through the connective tissue of the cutis and the hypoderm. 

In cases of leukemia the infiltration usually remains localized in the 
middle and the lower reticular layer of the corium, while in cases of 
lymphoma it commonly extends into the upper layers and may involve 
the papillary bodies. The type of infiltrating cell varies in the different — 
forms of leukemia and lymphoma. In lymphatic leukemia the cells 
are usually small lymphocytes resembling the normal adult cell, and 
mitoses are infrequent. 

The cells in cases of myelogenous leukemia are more varied: myelo- 
cytes, myeloblasts, polymorphonuclear leukocytes and lymphocytes may 
be present in large numbers. Clearcut oxydase reactions are seldom 
obtained in sections of skin, and in many cases the reaction has been 
reported as negative. Megakaryocytes have been described in the 


8. (a) Argaud, R., and Montpellier, J.: Ann. de dermat. et syph. 2:391, 1921. 
(b) Ketron, L. W., and Gay, L. N.: Bull. Johns Hopkins Hosp. 34:404, 1923. 


(c) Montgomery.® 
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cutaneous tumors. Mitoses are rather more frequent than in cases of 
lymphatic leukemia. In cases of monocytic leukemia the cells of the 
cutaneous tumors are similar to the tumor cells in the blood. 

The cutaneous tumors of lymphoma show a much more varied cell 
structure. The more slowly growing form of lymphoma composed of 
adult lymphocytes is not seen in the skin. The undifferentiated lymphoma, 
called by some lymphosarcoma and by others reticulum cell sarcoma, 
is composed of large pale cells with little cytoplasm and often with a 
lobulated nucleus. Mitotic figures are numerous. 

In cases of scirrhous lymphoma or Hodgkin’s disease there is an 
infiltrate of pleomorphic cells similar to that described for mycosis 
fungoides, composed of medium-sized and large lymphocytes, lympho- 
blasts, eosinophils, polymorphonuclear leukocytes and typical Sternberg 
cells. 

In cases of mycosis fungoides, that clinical condition which is often 
classed with lymphoma, the cellular infiltrate is variable and may 
resemble that of Hodgkin’s disease, of lymphoma or even of leukemia. 
A typical mycosis cell has been described, measuring from 8 to 12 
microns in diameter and having an eccentric nucleus.° Pyknosis and 
karyorrhexis are more common than in other tumors, and there is said 
to be a characteristic clumping of tumor cells. There is, however, no 
more uniformity of opinion on the pathologic than on the clinical aspects 
‘of mycosis fungoides. 

The changes in the cutis which accompany the cellular infiltration of 
lymphoma and leukemia are of secondary importance and are due 
chiefly to pressure of the infiltrating cells. The collagen and the elastic 
fibers are separated by the infiltrating cells and may show degenerative 
changes. In the large tumors the elastica is often entirely destroyed. 
Fibroblastic proliferation is seldom conspicuous and is most often 
described together with endothelial proliferation in cases of Hodgkin’s 
disease and mycosis fungoides and occasionally of myelogenous 
leukemia. The appendages usually remain intact but occasionally are 
invaded and destroyed. The changes in the epidermis are due to 
pressure from the underlying tumors and consist of parakeratosis, 
thinning and ulceration. Direct invasion of the epidermis by tumor 
cells is rare. It is sometimes present in cases of lymphoma and 
mycosis fungoides but is almost never seen in cases of leukemia. 
Occasionally a transudate separates the epidermal cells and forms blebs 
either with or without hemorrhage. Tumor celis have been described 
in the fluid. Edema of the cutis, swelling of the epithelial cells and 
infiltration of inflammatory cells wad be present and obscure early 
invasion by tumor cells. 


9. Strobel, E. R., and Hazen, H. H.: J. Cutan. Dis. 29:147, 1911. 
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Leukaemia cutis, or lymphadenosis !° (leukemic tumor of the skin), 
has long been a well established entity. In many cases it is clinically 
indistinguishable from the exanthems, the so-called toxic lesions, or 
leukemids, first described by Audry, which have already been discussed. 
Prodromal cutaneous lesions are much more frequent in association 
with lymphatic leukemia than are other forms. The most common 
forms found in the literature were universal exfoliative erythroderma 
and papular or vesicular eruptions. Pruritus and pigmentation were 
frequent. One interesting feature was that the head was much more 
frequently involved by nonspecific lesions than by tumors. Macular, 
papular and nodular lesions, as well as hemorrhagic bullae, occur in 
association with all types of leukemia and have no distinctive clinical 
characteristic. There is little clinical difference in the cutaneous 
exanthem in tumors of the different types of leukemia. 

Ninety-five cases of leukemia collected from the literature included 
35 cases of lymphatic, 25 of myelogenous and 11 of monocytic leukemia 
and 15 of chloroma and pseudoleukemia; 9 were unclassified. No 
attempt has been made to interpret the cases classified as instances of 
pseudoleukemia, in all of which the condition seemed to be either Hodg- 
kin’s disease or an aleukemic form of leukemia. In the majority of 
cases leukemia with cutaneous tumors appeared to be chronic or sub- 
acute, although in only 22 cases was the condition definitely designated 
as chronic and in 7 as acute. The age and the sex of the patients was 
similar to these factors for leukemia in general. 

It is generally believed that cutaneous tumors are more often seen in 
lymphatic than in myelogenous leukemia. The rarity of myelogenous 
cutaneous tumors has been greatly exaggerated. This is partly due to 
the fact that accurate methods of cell differentiation in leukemia have 
been of relatively recent development. Goldhamer and Barney," report- 
ing a case of their own, found only 16 cases of indisputable myelogenous 
leukaemia cutis in the literature. I have found 8 additional cases in 
which the diagnosis was established by biopsy in only a cursory study 
of the literature. These, added to the case reported by those authors 
and the 16 which they found in the literature, make a total of 25 cases. 
If cases of the chloromatous type of myelogenous leukemia are con- 
sidered, the number is increased to 28. Cutaneous tumors have been 
described in a few cases of plasma cell leukemia, but the data seem 
unconvincing, and they are not included in the material for this paper. 

Leukemic tumors in the skin vary in size from a few millimeters to 
several centimeters and usually occur in large numbers, though they are 
occasionally solitary. In the most common form the eruption starts 
with small papules, and these increase slowly in size and number. 


10. This term is used loosely for both leukemia and Hodgkin’s disease. 
11. Goldhamer, S. M., and Barney, B. F.: Myelogenous Leukemia with Cuta- 
neous Involvement, J. A. M. A. 107:1041 (Sept. 26) 1936. 
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Erythematous macules and slightly indurated plaques are not uncommon. 
In many cases diffuse though not completely generalized swelling of the 
skin is associated with discrete cutaneous tumors. Extensive ulceration 
may occur, and the diagnosis of mycosis fungoides is occasionally made. 
Some of the tumors have a moist eczematous appearance. The color of 
the tumor changes from bright red to deep purple to dusky brown. 
Though the tumors are usually considered of grave prognostic import, 
some of them occur a year or more before death. There are no char- 
acteristics of cutaneous tumors in leukemia which would distinguish 
them from other metastatic cutaneous tumors. 

A special form of infiltration is seen in leukaemia cutis universalis, 
which is an exaggerated generalized form of erythroderma due to the 
infiltration of tumor cells.*® It occurs most often in lymphatic leukemia 
and is characterized by a thickening of the entire skin, accentuating all 
body folds and producing a leonine countenance. The swelling may be 
of light or dark color, is usually symmetrical and causes intense itching. 
The surface is scaly or eczematoid. In the case reported by Ketron and 
Gay * there was an extensive wartlike hypertrophy of the skin of the 
ankles. Of the 9 cases reported there was only 1 in which the diag- 
nosis seemed to be open to question. In the case reported by Rodler- 
Zipkin * the picture was suggestive of myelogenous leukemia. The 
lymphocyte count was rather low for lymphatic leukemia, and the cells 
infiltrating the organs were of the large type. The histologic picture of 
the cutaneous tumors, with the large number of giant cells (megakaryo- 
cytes ?) and “large lymphocytes,” was not typical of lymphatic leukemia. 
In other respects the case fits in with this group, and it has been gen- 
erally accepted as an example of universal lymphatic leukaemia cutis. 
A typical blood picture with a high proportion of lymphocytes was 
present in every other case, the lowest white cell count being 44,000. 
The superficial lymph nodes were enlarged in all and markedly enlarged 
in 5 cases. The cutaneous lesions were uniform. The earliest symp- 
toms consisted of localized itching and in 2 cases scaling. In only 2 

ases was the reaction generalized from the beginning. The initial 
‘localized dermatitis spread to involve the entire surface of the body, and 
was accompanied with uniform thickening and scaling of the skin. The 
_ microscopic picture was likewise fairly constant, consisting of infiltration 
of small to medium-sized lymphocytes, a few lymphoblasts, varying num- 
bers of eosinophils, but never many, and in 2 cases giant cells. The 
infiltration extended in bands throughout the cutis and to a certain 
extent into the papillary bodies. The duration of the cutaneous lesions 
varied from eight months to five years, two years being the average 
period. The 5 autopsies showed infiltration of the organs by lympho- 
cytes. 


12. Rodler-Zipkin, R.: Virchows Arch. f. path. Anat. 197:135, 1909. 
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The time of appearance of the tumor before death has been given in 
relatively few cases, and even in these it has often been difficult to 
distinguish between true tumor and pretumor exanthem. The duration 
of life is known in one half of the entire group of 95 cases of leukemia. 
In 18 the cutaneous tumors existed a year or more before death. 
Thirteen were instances of lymphatic leukemia, 3 of leukemia of 
undetermined type and 2 of “pseudoleukemia,” which appeared from the 
data given to be aleukemic chronic lymphatic leukemia. In 16 of the 
47 cases life continued for at least six months. In the 2 cases of acute 
lymphatic leukemia in which the duration of life was known the 
tumors appeared six months before death. In the majority of cases of 
myelogenous, monocytic leukemia and chloroma life continued for a 
month or less after the development of cutaneous tumors. The median 
duration of life in all cases of leukemia was six months. 

Tumors of the skin in association with lymphatic leukemia are prone 
to appear first on the head (this occurred in 9 cases out of the 16 in 
which the primary site was stated) but soon spread to other parts of the 
body. The site of first appearance was stated in only 8 of 25 cases of 
myelogenous leukemia, and in 6 of these the trunk was first involved. 

Autopsy was performed in 43 cases of leukaemia cutis, and in 37 of 
these widespread visceral metastases were observed. 

In the 5 cases of chloroma there were no distinguishing features. 
Three of these were definitely classed as instances of myelogenous 
leukemia. Rolleston® stated that true cutaneous tumors are rare in 
cases of chloroma. 

The 3 cases of leukemia in my series in which autopsy was per- 
formed were instances of three different types: lymphatic, myeloid and 
monocytic. The ages of the patients ranged between 45 and 60 years. 
The interval before death was six months for lymphatic leukemia, two 
months for myeloid leukemia and one month for monocytic leukemia. 
In none of the cases were there pretumor lesions. 

The cutaneous tumors accompanying lymphoma are more apt to be 
large, ulcerated and fungating and are somewhat less stable than the 
tumors accompanying leukemia. Single tumors are more common than 
in association with leukemia but are relatively infrequent. Diffuse 
infiltration and plaques occur, as well as discrete tumors. The diffuse 
infiltration is sometimes similar to that seen in association with 
leukaemia cutis universalis but never as extensive. The color of the 
tumor changes from bright red to dusky purple and then to deep brown. 
The early cutaneous lesions may be macular or papular and are not 
distinguishable from those associated with leukemia. In the majority 
of cases which I have collected from the literature lymphoma was of the 
scirrhous type (Hodgkin’s disease). Among such cases prurigo-like 
nodules are one of the commonest of the early cutaneous lesions. 
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Histologically the nodules usually show the typical structure of Hodg- 
kin’s disease, although in some of them the structure is less definite and 
may suggest a chronic inflammatory reaction.*® 

The cases from the literature included 27 of lymphoma, in 20 of 
which the condition was of the scirrhous type. The 19 cases of 
lymphoma in my group included 9 cases of scirrhous lymphoma and 
10 of lymphosarcoma. The median age for patients in my group was 
56 years and for those whose cases were reported in the literature 41 
years. The sex incidence for lymphoma as a whole was not significant. 
Unlike leukemic cutaneous tumor, lymphoma as frequently appeared 
first on the body as on the head or the extremities. There appeared 
to be no site of predilection. The skin of the trunk, because of its 
larger area, was more often involved by tumor than were other parts. 

In my group there was only 1 case of lymphosarcoma in which there 
was a single cutaneous tumor. The tumor was first discovered in the 
tonsil. Two years later definite erythematous swelling developed over 
the joints and the finger tips and to some extent over the thenar and the 
hypothenar eminence and the palms. A year later an elevated tumor 
appeared on the back of the right hand. This was suggestive of epi- 
dermoid carcinoma. Biopsy of the tumor showed lymphosarcoma. The 
patient died two years after the development of the cutaneous tumor and 
five years after the appearance of the malignant growth in the tonsil. 

In 2 of my cases of scirrhous lymphoma there was a single tumor in 
the skin. The patients were still alive one and one-half years and two 
years after the appearance of the tumor. 

Cutaneous tumors of lymphoma are more prone to run ‘a chronic 
course than those of leukemia. In all the cases in the literature in which 
the duration is known life continued for at least two months. In 3 of 
my cases life continued for less than six months. In 2 cases in the 
literature life continued for six and for four and one-half years. In 2 of 
my cases scirrhous lymphoma existed for six years and for two years 
before death ensued. The median duration for scirrhous lymphoma 
(Hodgkin’s disease) was eighteen months in my group of cases and 
sixteen months in the cases reported in the literature. In marked con- 
trast is the six months’ duration of lymphosarcoma in my group. In 7 
cases from the literature the condition was diagnosed as lymphoma, and 
in these the median duration was forty-eight months. 

In 7 of my cases of lymphoma a tumor developed in the skin before 
the superficial lymph nodes were obviously involved. In 5 of these the 
lymphoma was of the scirrhous type. Three of the patients were still 
alive at the time this report was written and demonstrable involvement 
of the lymph nodes or the organs had not yet developed, though 2 of 
them had been followed for two years and 1 for six years. Autopsy 


13. Wile, U. J.: Ann. Int. Med. 5:1103, 1932. 
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of the other 4 patients showed involvement of the lymph nodes and 
the viscera by tumor. 

Closely related to both leukemia and lymphoma is the much disputed 
condition of mycosis fungoides. Since Virchow ** first classed it as a 
cutaneous manifestation of lymphoma, there have been many fluctuations 
in opinion as to its true nature. Two forms of mycosis fungoides are 
recognized: the rare mycosis fungoides 4 tumeurs d’emblée, in which 
the cutaneous tumors appear suddenly and of which I found only 4 cases 
in the literature, and the more common form of cutaneous tumor devel- 
oping on the basis of dermatitis. The premycotic lesions are localized or 
diffuse and have been described as simulating eczema, urticaria, lichen 
planus or even pemphigus but are in no way distinctive from the early 
lesions of leukemia or lymphoma. These premycotic lesions precede the 
formation of tumor over shortening intervals for months or years. The 
most common premycotic lesion in the cases drawn from the literature 
was desquamative dermatitis with pruritus. The median duration of 
the premycotic lesions in 15 cases was four and one-half years. There 
were 4 cases in which the lesion existed for five years and 2 cases each 
in which the lesion existed for six and for seven years. The median 
duration of pretumor lesions in 9 cases of lymphoma, including the 
scirrhous form, was five years and in 9 cases of lymphatic leukemia two 
years. The tumors varied in size from that of a pea to that of a child’s 
head and sometimes did not ulcerate until they became large. The char- 
acteristic growth and remission noted in cases of leukemia and of 
lymphoma are seen in mycosis fungoides. 

I have collected 45 cases of mycosis fungoides from the literature. 
All of these were described as typical examples. The large number of 
these reported cases, many if not all of which were undoubtedly 
instances of lymphoma, is in marked contrast to the number of cases of 
leukemia and lymphoma reported. This demonstrates well that publicity 
is a factor in the reports of conditions of doubtful etiology. The 
incidence according to age and to sex was similar to that of lymphoma 
and that of leukemia. The site of primary location of the tumor was 
known in relatively few cases, and no significant tendency to appear 
on one part more than another was apparent, although the extremities 
were involved more often than the trunk. Generalized involvement of 
the whole body was much more frequent in cases of mycosis fungoides 
than in cases of lymphoma. As in lymphoma and leukemia, multiple 
tumors were the rule, there being only 4 cases of single cutaneous 
tumors in this group. 

The duration of life after the development of cutaneous tumors tends 
to be longer in cases of mycosis fungoides than in cases of lymphoma. 


14. Virchow, R.: Die krankhaften Geschwiilste, Berlin, A. Hirschwald, 1865, 
vol. 2, p. 568; cited by Oertel, H.: J. Exper. Med. 4:569, 1899. 
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In 12 of the 13 cases in the literature in which the duration was known, 
the cutaneous tumors were present a year or more before death. Three 
patients lived two years, 3 patients three years, 2 patients four years 
and 1 patient seven years after the appearance of tumors on the skin. 

In 15 of the 45 cases autopsy was performed. In 1 case the con- 
dition was proved at autopsy to be localized in the skin. This case was 
reported by Goeckerman and Montgomery °°: 


A rapidly spreading lesion started on the legs of a man 65 years old nine 
months before death and finally covered almost the entire body. Clinically the 
picture was that of an early stage of mycosis fungoides. The pathologic diagnosis 
from a biopsy of a section of skin was lymphosarcoma. At autopsy there was 
no evidence of internal tumor. 


In 2 cases the tumor was confined to the lymph nodes and the skin; 
in the rest of the cases there was widespread organic involvement. 

In this group of 15 cases the pathologic diagnosis was lymphosar- 
coma in 3 cases, lymphoblastoma in 2, lymphogranulomatosis in 1, 
mycosis fungoides in 2 and undetermined in 2. In 2 cases the diagnosis 
was “lymphogranulomatosis, not malignant.” One of these was reported 
by Wills ** and one by Eichler.*? 


The patient of Wills and Hadfield 1* was a man aged 31 who had periodically 
recurring lesions on the chest, the arms and the legs compatible with dermatitis 
herpetiformis. Edematous scaly bullae later appeared on the face, and the periph- 
eral lymph nodes became enlarged. At this time the white blood cells numbered 
120,000. Of these, 114,000 were finely granular eosinophils. These edematous 
masses disappeared under roentgen irradiation. Biopsy showed the “typical” picture 
of “mycosis fungoides.” After three years the formation of tumors on the face, 
the neck and the nasopharynx became rapid, and the patient died in two months. 
At autopsy the mediastinal, retroperitoneal and mesenteric nodes were all enlarged. 
The lymph nodes and the cutaneous tumors showed the same histologic structure, 
consisting of plasma cells of all sizes and shapes but without the typical nuclear 
markings and showing a marked tendency to degenerate; many reticulo-endothelial 
cells with large faintly staining nuclei were present. There were no eosinophils. 
Primitive blood vessels were numerous. The authors concluded that this case 
was one of lymphogranulomatosis rather than of true neoplasm but distinct 
from Hodgkin’s disease. 

In Ejichler’s17 case tumors were present on the trunk and the extremities 
and in many of the internal organs and nodes. All the tumors showed the same 
histologic structure, which the author considered to be specific and systemic 


and not neoplastic. 


The 30 cases in which no autopsy was performed were more briefly 
reported, and in only 5 cases was involvement of the lymph nodes 


15. Goeckerman, W. H., and Montgomery, H.: Cutaneous Lymphoblastoma, 
Arch. Dermat. & Syph. 24:383 (Sept.) 1931. 

16. Wills, W. K.: Brit. J. Dermat. 46:184, 1934. 

17. Eichler, P., and Rottmann, H. G.: Arch. f. Dermat. u. Syph. 154:300, 


1928. 
18. Wills, W. K., and Hadfield, G.: Brit. J. Dermat. 37:113, 1925. 
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mentioned. The pathologic diagnosis in the cases in which autopsy was 
not performed was in most instances “mycosis fungoides,” but in 3 
cases the condition was diagnosed as lymphosarcoma and in 7 as lympho- 
granuloma. Though it is perhaps rash to draw conclusions from pub- 
lished cases, at least 8 in which a diagnosis of mycosis fungoides was 
made from biopsy material appeared to me definitely to be instances 
of lymphoma. 

In many of the cases of leukaemia cutis cutaneous tumors have been 
described which were clinically indistinguishable from mycosis fun- 
goides. Kaposi’s classic case of lymphoderma perniciosa on the basis 
of chronic lymphatic leukemia has been classed by many authorities as 
an instance of mycosis fungoides. Hudelo, Cailliau and Chene *® 
reported an interesting case which they considered to be one primarily 
of myelogenous leukemia, accompanied with secondary mycosis fun- 
goides. 

Three cases of scirrhous lymphoma in my group were diagnosed 
clinically as instances of mycosis fungoides. Since in all 3 cases the 
condition followed a course _— typical of mycosis fungoides, they 
are summarized : 


1. An exudate appeared on the trunk and the thighs of a woman aged 62 
years fifteen months before death. Five months later the feet, the legs, and the 
face became swollen, and there was enlargement of the axillary lymph nodes. 
Biopsy of the lymph nodes showed typical scirrhous lymphoma. At autopsy 
there was diffuse swelling of the skin, which was dry and eczematous. This was 
more pronounced on the lower extremities. There was generalized enlargement 
of the lymph nodes. The skin showed diffuse infiltration of the cutis, and in one 
place on the epidermis, by lymphocytes varying in degree of differentiation, with 
many large pale cells having relatively large and sometimes lobulated nuclei. 
A few Sternberg cells were present. There were foci of necrosis and occasional 
eosinophils. 

2. Four years before death itching and a rash appeared about the nose, the 
mouth and the chin of a man aged 62 and gradually spread over the rest of 
the body, resulting in a scaling, oozing surface. The condition remained fairly 
constant until six months before death, when a tumor appeared in the right 
frontal region. At this time nearly the entire surface of the skin except the 
palms and the soles showed marked pathologic changes. There were large loose 
crusts overlying erythematous areas, some irregular raised plaques and centrally 
ulcerated tumors which were suggestive of primary carcinoma of the skin. At 
autopsy there were no enlarged lymph nodes, but large masses of tumor were 
present in the lung. The tumor, both external and internal, was characterized by 
considerable fibrosis, scattered eosinophils, large and small lymphocytes and 
Sternberg cells. Mitotic activity was marked. In some portions of the tumor 
there was proliferation of the epidermis and parakeratosis. This case may belong 
to the small group of cases in which lymphoma apparently originates in the skin 
and later forms visceral metastases. 


19. Hudelo; Cailliau, F., and Chéne: Bull. Soc. franc. de dermat. et syph. 35: 


193, 1928. 
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3. In a man aged 60 generalized enlargement of the lymph nodes appeared 
four years before death. A year later there was fairly marked pruritus. Twenty 
months before death slightly elevated patches developed on the skin. These later 
broke down, forming moist discharging areas. Some of these foci became swollen, 
while others enlarged to form definite tumors. A year before death there 
were large fungating cauliflower-like masses, the largest 7 cm. in diameter, on 
the chest, the arms, the face, the abdomen and the lower extremities. Biopsy 
of the cutaneous tumor and the lymph nodes showed typical scirrhous lymphoma. 


Recently there has been a reversion to Virchow’s hypothesis that 
mycosis fungoides is a special form of lymphoma. In nearly all the 
cases in which there has been a clinical diagnosis of mycosis fungoides 
autopsy has shown lymphoma, whereas in cases of leukemia with cutane- 
ous tumors, often described parenthetically as typical of mycosis fun- 
goides, such diagnosis was rare because of the obvious nature of the 
primary disease. In cases of lymphoma in which the diagnosis usually 
waits on biopsy, confusion may result from histologic study of an 
ulcerated cutaneous tumor with much secondary inflammatory reaction. 
In a case in my series the first two biopsies showed chronic inflamma- 
tion, while the third showed definite tumor. 

Montgomery ° stated that mycosis fungoides is fundamentally a type 
of primary lymphoblastoma of the skin which relatively infrequently 
involves the internal organs. This is not borne out by the material 
reviewed in this paper, there being involvement of the organs or the 
lymph nodes in all but 1 of the cases in which autopsy was performed 
and extensive involvement of both lymph nodes and organs in al! 
but 3. Fraser ?° expressed the belief that mycosis fungoides is a special 
form of lymphoma arising in the perivascular reticular system of the 
skin. There have been relatively few cases in which there was good 
presumptive evidence that mycotic tumors arising in the skin metastasize 
to the organs, and, as I have already stated, there has been only 1 case 
in which the tumor in the skin proved at autopsy to have been solitary. 

Berger ** expressed belief in the reticulo-endothelial origin of 
mycosis fungoides. A case of Montgomery’s 7“ was of interest in this 
connection. The patient presented cutaneous lesions typical of mycosis 
fungoides and a histologic picture of lymphoblastoma. After four 
years, just before death, examination of the blood showed the Naegeli 
type of monocytic leukemia, with 40 per cent monocytes. Another case 
of Montgomery’s® brought out the close clinical interrelationship of 
leukemia, Hodgkin’s disease and mycosis fungoides. A case of exfolia- 


20. Fraser, J. F.: Interpretation of Mycosis Fungoides as a Variety of Lympho- 
sarcoma, Arch. Dermat. & Syph. 11:425 (April) 1925. 

21. Berger, L., and Vallée, A.: Presse méd. 38:177, 1930. 

21a. Montgomery, H., in discussion on Wayson, J. T., and Weidman, F. D.: 
Aleukemic Reticulosis: Additional Member of Group of So-Called Cutaneous 
Lymphoblastomas, Arch. Dermat. & Syph. 34:755 (Nov.) 1936. 
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tive dermatitis in which there were a white cell count of 20,000 and 
60 per cent lymphocytes, was diagnosed as an instance of leukemia until 
a biopsy of a lymph node showed a typical picture of Hodgkin’s dis- 
ease. Involution of the cutaneous lesions took place, and the skin 
remained free from disease for two years, at the end of which time 
numerous discrete plaques developed. These presented many of the 
clinical features of mycosis fungoides. At autopsy the diagnosis of 
Hodgkin’s disease was confirmed. 

Aside from lymphoma and leukemia, there are certain inflammatory 
conditions such as syphilis‘and iododerma ** which may produce tumor- 
like masses in the skin similar to mycosis fungoides. Many observers 
from Kaposi on have called attention to the close clinical resemblance 
between iodiopathic hemorrhagic sarcoma of the skin and mycosis fun- 
goides.2* There is, therefore, no clinical or pathologic basis for con- 
sidering mycosis fungoides a disease entity. 

The relation between the cutaneous tumors of leukemia and 
lymphoma and the underlying malignant process is not entirely clear. 
There is no consistent relation between the number of circulating white 
blood cells and the occurrence and growth of tumors. In Goldsmith’s ** 
case cutaneous tumors continued to appear, and a large ulcerated tumor 
grew rapidly, in spite of the fall of the white cell count from 290,000 
to 19,000. On the other hand, Walther and Strocka** cited a case in 
which the changes in the blood and the cutaneous tumors coincided, the 
tumors disappearing in phases of leukopenia and recurring as the cir- 
culating white blood cells multiplied. Schnitter* cited Westphal’s case 
of lymphatic leukemia with intermittent fever. A high temperature was 
accompanied with enlargement of the lymph nodes and diminution in 
size of the tumors in the skin. As the temperature fell, the lymph nodes 
became smaller, while the cutaneous tumors enlarged and became more 
numerous. The blood picture at these intervals was not given. Weil 
and Isch-Wall ** reported a case of myelogenous leukemia in which the 
appearance of the cutaneous tumors coincided with the appearance of 
undifferentiated cells in the blood stream six weeks before death. 

It is clear, then, that the cutaneous tumors do not result from simple 
diapedesis and infiltration of tissue coincident with the presence of a 


22. Eller, J. J.. and Fox, E. C.: Fatal Iododerma, Arch. Dermat. & Syph. 
24:745 (Nov.) 1931. 

23. Lane, C. G., and Greenwood, A. M.: Lymphoblastoma (Mycosis Fungoides) 
and Hemorrhagic Sarcoma of Kaposi in Same Person, Arch. Dermat. & Syph. 
27:643 (April) 1933. Warthin, A. S.: Ann. Surg. 93:153, 1931. 

24. Goldsmith, W. N.: Brit. J. Dermat. 45:281, 1933. 

25. Walther, M., and Strocka, G.: Arch. f. Dermat. u. Syph. 166:699, 1932. 

26. Weil, P. E., and Isch-Wall, P.: Bull. et mém. Soc. méd. d. hép. de Paris 
47:84, 1931. 
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large number of circulating white blood cells. There are apparently 
several determining factors. 

Lymphoma and leukemia differ from other forms of malignant 
growth chiefly in the fact that the type of cell involved is mobile rather 
than stationary. . This facilitates immeasurably the dispersal of tumor 
cells and may result in widespread distribution through lymphatic and 
blood vessels. Temporary thrombosis by tumor cells with gradual 
extension into the adjacent tissue would explain many phenomena. 
There is, however, rarely any histologic evidence of thrombosis. In the 
earliest lesions the tumor cells are confined to the perivascular regions in 
the lower, vascular portions of the cutis. In cases of leukemia the 
cutaneous vessels may be filled with cells, but in cases of lymphoma 
intravascular tumor cells are unusual. 

It is logical to suppose that the same factors operating in metastatic 
carcinoma may be concerned in metastatic leukemia and lymphoma. 
The potentialities for growth of metastatic tumor cells are variable and 
unpredictable. It is known that many, perhaps the majority, of trans- 
located cells disintegrate and die. If they survive they may produce 
secondary tumors, or they may remain latent over a long period before 
proliferating. The dispersal through the lymphatic and the vascular 
system of the cutis of tumor cells having varying potentialities for 
growth (together with edema and inflammatory reaction from cellular 
disintegration) would seem an adequate explanation for the prodromal 
cutaneous manifestations as well as for the tumors of leukemia and 
lymphoma. 

CONCLUSIONS 

1. In leukemia and lymphoma there is no sharp dividing line between 
the so-called exanthems and true tumors of the skin. 

2. Study of the cutaneous tumors of leukemia and lymphoma sug- 
gests the unity of these two conditions, which frequently cannot be 
separated on a pathologic or a clinical basis. 

3. Although cutaneous tumors of leukemia probably are metastatic 
in the majority of cases, there is considerable evidence that they may 
originate in the skin, though they are rarely confined to it. 

4. Mycosis fungoides is a manifestation of leukemia or of lymphoma 
in which tumors of the skin are predominant. 

5. There is no consistent interrelationship between the growth of 
tumors in the skin and in other parts of the body. Tumor cells, once 
deposited in the skin, appear to behave as independent entities. 

6. Tumors in the skin appear to be the result of the chance location 
of diffusely disseminating tumor cells. 


For reasons of economy only the skeleton of the bibliographic references used 
in preparing this paper is printed here. 
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“ERYTHEMA OF THE NINTH DAY” 


COMPLICATED BY ACUTE HEPATITIS AND JAUNDICE ON CON- 
TINUATION OF ARSPHENAMINE THERAPY 


SAUL S. ROBINSON, M.D. 
LOS ANGELES 


“Erythema of the ninth day,” or “biotropic erythema,” has been 
reported in the American dermatologic literature by Keim.t. European 
contributions on the subject have been made by Milian,? Schreiner,® 
Richter * and Gordon.® A survey of the literature reveals a disagree- 
ment among investigators regarding the exact etiology of erythema of 
the ninth day. Milian? expressed the belief that the phenomenon of 
biotropism is the explanation of the eruption and that the erythema is a 
weakened form of an infectious disease, such as scarlet fever or measles, 
brought forth by the administration of a drug. Schreiner * and Richter * 
explained the etiology of erythema of the ninth day as an allergic 
reaction or a “cutaneous allergosis.” Keim? stated that it is “a 
definite self-limited reaction to arsphenamine.”’ 

Although the etiology is in dispute, a general agreement exists among 
investigators that administration of the drug can be continued without 
danger after the appearance and the subsidence of the rash. The drug 
in the vast majority of reported cases has been arsphenamine or one of 
its derivatives. The continuation of arsphenamine therapy after 
erythema of the ninth day has been especially stressed in the treatment 
of early syphilis. Milian? continues injections of arsphenamine in 
every case of syphilis after the eruption of the ninth day. Schreiner * 
stated that “there is no danger in continuing the drug in treatment 
especially in early cases of syphilis.” Keim stated that “reinstitution 
of arsphenamine therapy can be safely recommended after uncompli- 
cated erythema of the ninth day.” In view of the reported complications 


From the Department of Dermatology, The Cedars of Lebanon Hospital. 
1. Keim, H. L.: “Erythema of the Ninth Day” Following Administration 
of Arsphenamine, Arch. Dermat. & Syph. 31:291 (March) 1935. 

2. Milian, G.: Le biotropisme, Paris, J. B. Bailliére et fils, 1929. 

3. Schreiner, K.: Ueber Milians “Erythema des 9 Tages,” Arch. f. Dermat. 
u. Syph. 147:94, 1932. 

4. Richter, W.: Ueber Biotropismus, Deutsche med. Wehnschr. 60:1268 
(Aug. 24) 1934. 

5. Gordon, H.: Erythema of the Ninth Day (Milian), Brit. J. Dermat. 
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arising with erythema of the ninth day and the dispute regarding the 
etiology of this rash, it is important to note that investigators continue 
to emphasize the safety of continuation of arsphenamine therapy in all 
cases after subsidence of the rash. 

It is the purpose of this paper to report a case of erythema of the 
ninth day associated with early syphilis in which continuation of the 
arsphenamine therapy as advocated resulted in the development of acute 
hepatitis and jaundice of probable arsenical origin. Citation of other 
reports of arsenical accidents following erythema of the ninth day will 
be made, and the dangers of the routine continuation of arsphenamine 
therapy in all cases of erythema of the ninth day will be discussed. 


REPORT OF A CASE 


Mrs. M. C., aged 25, was referred by her physician because of a lesion 
on the external genitalia of two weeks’ duration. She stated that her husband 
was receiving treatment for secondary syphilis. The dermatologic examination 
showed a typical dime-sized hunterian chancre on the right labium majus, accom- 
panied with marked right inguinal adenopathy. There was no evidence of 
secondary syphilid on the skin. The mucous membranes of the mouth and the 
throat were normal. The Wassermann and the Kahn reaction were weakly 
positive. 

Neoarsphenamine was given intravenously in a dose of 0.3 Gm. on May 7, 
and in doses of 0.45 Gm. each on May 11 and May 14. 

On May 17 the patient complained of fever, nausea, vomiting and a rash 
on her trunk and her extremities. The temperature was 102.5 F. The derma- 
tologic examination revealed a diffuse scarlatiniform erythema on the trunk 
and the extremities. Examination of the mouth showed no strawberry tongue 
or Koplik’s spots. The pharynx was slightly reddened. The superficial lymph 
glands were not enlarged. On May 18 the eruption began to fade, and the tem- 
perature dropped to 100 F. The patient suffered less from nausea and vomiting. 
On May 19 the temperature was 99 F. The eruption was rapidly disappearing. 
By May 21 the rash had disappeared and the temperature was normal. The patient 
had no subjective complaints. On May 27, 0.3 Gm. of neoarsphenamine was 
given intravenously. On May 29 the patient complained of malaise, nausea, 
vomiting and yellow discoloration of her skin and scleras. The temperature 
was 101 F. Examination revealed the skin and the scleras to be deeply icteric. 
The liver was enlarged and descended 4 cm. below the right costal margin. 
There was no evidence of dermatitis. 

Examination of the blood on June 1 showed 67 per cent hemoglobin, 3,810,000 
erythrocytes, 8,100 leukocytes, 52 per cent polymorphonuclears, 43 per cent lympho- 
cytes and 5 per cent monocytes. Chemical analysis showed 23.1 mg. of nonprotein 
nitrogen, 16 mg. of urea and 1 mg. of creatinine per hundred cubic centi- 
meters. The carbon dioxide content of the plasma was 48.6 volumes per cent; 
the bilurubin content of the serum, determined by direct reaction, was 16.6 mg. 
per liter; the icteric index was 83. 

Examination of the urine showed a 3 plus reaction for albumin, a 1 plus 
reaction for sugar and a strongly positive reaction for bile. Examination of 
the stool (Schmidt’s test) showed no bile. 
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Therapy consisted of intravenous injections of dextrose, injections of liver 
extract and prescription of a high carbohydrate diet and of alkaline drinks. The 
icterus gradually disappeared, and antisyphilitic treatment was reinstituted, with 
bismuth and potassium tartrate, which produced no further complications. 


COMMENT 


The case reported conforms to the criteria for the diagnosis of 
erythema of the ninth day by the onset of the rash between the eighth 
and the tenth day after the first administration of the drug, usually 
arsphenamine; the presence of a morbilliform or scarlatiniform type 
of rash, usually accompanied by fever and malaise; the short duration 
and the self limitation of the rash, and the absence of evidence of 
arsenical dermatitis. 

A survey of the literature has revealed three additional cases of 
complicated erythema of the ninth day after the administration of 
arsphenamine. Keim? reported that in one of his cases hepatitis and 
jaundice developed eight days after the rash and before therapy was 
reinstituted. Antisyphilitic treatment was continued in this case with 
bismuth subsalicylate, which produced no further complications. 
Gougerot and Patte*® reported a case in which biotropic erythema 
occurred in a patient receiving arsenic and was followed by toxic 
jaundice, late toxic erythema and purpura. Arzac and Bargues‘ 
reported a case in which erythema of the ninth day, appearing after 
arsenical therapy, was followed by renal complications. In my patient 
acute hepatitis and jaundice, probably due to arsenic, developed when 
neoarsphenamine therapy was continued. Wise and Sulzberger * have 
stated that there is more evidence that erythema of the ninth day is due 
to the drug administered than that it is on an infectious basis, as 
advocated by Milian? in his theory of biotropism. When the admin- 
istered drug is arsphenamine, toxic arsenical erythema, purpura, 
nephritis or hepatitis would account for the complications in the reported 
cases. 

Because the exact etiology of erythema of the ninth day is not known 
at the present time and because there are reports of complications arising 
with this erythema after the use of arsphenamine, I believe it would be 
safest to regard the eruption in such cases as a definite toxic reaction 


6. Gougerot, H., and Patte: Erythéme biotropique, puis ictére toxique, puis 
érythéme pointillé tardif toxique et purpura, Ann. d. mal. vén. 27:665, 1932. 

7. Arzac and Bargues: Erythéme infectieux du dixiéme jour, J. de méd. de 
Bordeaux 112:454 (June 10) 1935. 

8. Wise, F., and Sulzberger, M. B.: Editorial Comment on the Summary 
of Richter’s Article on Biotropism, in Wise, F., and Sulzberger, M. B.: Year 
Book of Dermatology and Syphilology, Chicago, The Year Book Publishers, Inc., 
1934, p. 121. 
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to arsphenamine until some other hypothesis has been proved. The 
administration of arsphenamine should be either discontinued or carried 
on with caution after the appearance of erythema of the ninth day. It 
should not be continued as a routine without regard to the fact that the 
rash may indicate an arsenical intoxication, as in my case, in which 
continued use of the drug caused acute hepatitis and jaundice. Keim? 
reported the continuation of antisyphilitic therapy with a bismuth 
preparation without harmful results in cases of erythema of the ninth 
day appearing after the administration of arsphenamine. 


1930 Wilshire Boulevard. 


PSYCHOGENIC ASPECTS OF CERTAIN COMMON 
CUTANEOUS DISEASES 


H. HANFORD HOPKINS, M.D. 
BALTIMORE 


Since the advent of laboratory methods of diagnosis in the last 
decade, their use and application have tended to become more and more 
widespread. For every obscure syndrome causes have been sought 
which can be demonstrated in the test tube, shown on the roentgeno- 
gram or exposed by the scalpel. Many practitioners have lost sight of 
certain important factors often concerned in the production of pictures 
of disease—factors which were, perhaps, better understood by many of 
the more practical fathers in the profession than by modern physicians. 
It is too often forgotten in daily practice that patients as a whole, 
not diseases alone, are being treated and that these patients have widely 
differing personalities—that they have loves and hates, joys and sor- 
rows and fears and anxieties, which may be influencing their bodily 
functions and which cannot be calibrated in the laboratory or attacked 
by exact chemotherapeutic measures. 

Nowhere is this tendency more common, I believe, than in the 
present day attitude toward many common cutaneous ailments, such 
as pruritus, urticaria and many of the eruptions commonly called 
eczema. The present concept of allergy is partly responsible for this 
clouding of insight, for like the old diagnosis of “too much acid in the 
blood,” it offers an easy way out for the practitioner in connection with 
the many cutaneous diseases of which the cause is unknown. 

The object of this paper is to report a series of interesting cases 
mostly of simple diseases of the skin, the cause or precipitating factor 
of which was largely psychogenic. Although Goldsmith,’ of London, 
England, and Stokes,? of Philadelphia, have been interested in the 
problem for some time, comparatively little attention has been paid 
to the effects on the skin of minor disturbances of the psyche. 

Klauder * recently published a paper dealing with the psychogenic 
aspects of many common diseases of the skin, in which he clearly 


1. Goldsmith, W. N.: Recent Advances in Dermatology, Philadelphia, P. 
Blakiston’s Son & Co., 1936. 

2. Stokes, J. H.: Functional Neuroses as Complications of Organic Disease, 
J. A. M. A. 105:1007 (Sept. 28) 1935. 

3. Klauder, J. V.: Psychogenic Aspects of Skin Diseases, J. Nerv. & Ment. 
Dis. 84:249, 1936. 
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pointed out the profound influence of the psyche on the skin, from the 
physiologic as well as the pathologic standpoint. 

The cases in this report are illustrative of a large group in which 
I think the true diagnosis is often missed or imperfectly understood 
and the therapy consequently disappointing. I have selected these 
particular unes because they show how psychogenic factors play a 
part in the production not only of symptoms but of actual cutaneous 
lesions, and I shall present them in categories of progressive severity 
to bring out this point. 

The first category is that of apparently simple itching. The con- 
tagiousness of the very word is indicative of the great influence of the 
mind on the skin. 

All dermatologists, I am sure, must have been impressed at one time 
or another with the tendency of pruritus ani et vulvae to be associated 
with nervousness. In many cases I believe the background of nervous- 


ness causes the itching. 


An illustrative case is that of a 30 year old white man who five years previous 
to examination had contracted gonorrhea. He took treatment secretly and was 
tortured mentally with the idea of his sin. Although the infection disappeared 
without complication, he continued to be plagued, especially at night, by thoughts 
of self depreciation and feelings of being stigmatized. Sleep was much disturbed. 
After three years of this pruritus ani started. He began to scratch and rub every 
night. Soon an eczematous patch, typical of so-called neurodermatitis, developed. 
Visits to various doctors and varieties of local treatment were unavailing. No 
one took the trouble to inquire into the background of this man’s trouble. It 
would have been futile to hope for improvement in his complaint before straighten- 
ing out his mental conflicts. 

A second example is that of a white man aged 64 who complained of generalized 
severe itching of three weeks’ duration. It had driven him to a point where he 
threatened to jump out the window if he could not get relief. He was unable to 
sleep more than an hour or two at night. Twenty years previously he had a 
similar attack, which he attributed to an infection from a mangy horse that he 
had treated, and he had had pruritus ani off and on ever since. The recent attack 
of itching he attributed to becoming covered with dust while tearing down a barn. 
This barn had been used twenty years previously to stable the aforementioned 
mangy horse. He had, however, used it as a garage during those twenty years, 
without experiencing itching. 

General physical examination revealed no objective cause for the pruritus. 
There were numerous excoriations over the body. The patient complained bitterly 
and scratched incessantly. The itching was at first thought to be “allergic,” but 
cutaneous tests with epiderma! contact substances and inhalants gave negative 
results. Local applications afforded him no relief, and he responded poorly to 
sedation. 

The possible explanation of the attack lies in the following facts, which were 
obtained only after careful questioning: The patient had been a structural steel 
worker most of his life and had traveled all over the country, but for the past 
year and a half he had had absolutely nothing to do. He owned his home and had 
saved a little money, but this had gradually dwindled away until, two months 
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before, he was left without any funds. However, he had a garden which had 
carried him along until three weeks before, when he had had to go to the bank 
and borrow $300 against a mortgage on his house. The bank made no objection, 
but he felt certain that it would not lend him any more when this money was 
gone. He had hoped to get a job, pay off the mortgage and save his home, but 
the situation was precarious. The borrowing of this money coincided almost 
exactly with the onset of severe itching. It developed that the purpose of tearing 
down the barn was to build two garages, so that he might rent one and thus bring 
in a little income. 

The itching in this case was probably a substitutive phenomenon. Unable to 
cope with the difficulties of a tough turn in his life, he subconsciously exaggerated 
a slight complaint of many years’ duration (the pruritus ani). By this his tortured 
mind was diverted to perhaps the lesser of two evils. The cure of this patient 
would lie in getting him a job and bringing him some concrete reassurance as 
to his future. 


Representative of a second category is a third patient, who had more 
than subjective symptoms. This patient had erythematous lesions, which 
were, at least largely if not entirely produced by a psychogenic 
mechanism. 


The patient was a white man of 30. When I first saw him, he complained of 
an eruption which had been appearing on his wrists and arms transiently every 
few weeks for a year. He was accustomed to drinking a pint or two (from 0.5 
to 1 liter) of whisky over every week end, and he attributed the eruption to this, 
because the attacks frequently but not always followed such drinking bouts. In 
two of the attacks the eruption not only appeared on the wrists and the arms 
but spread over the entire trunk. According to his description, the eruption 
was morbilliform, rather typical of punctate erythema or possibly of purpura. 
It did not itch much and always disappeared wiihin twelve hours. With one 
attack there was slight swelling of the eyelids, the feet and the hands. General 
physical examination showed no abnormality. There was slight chronic prostatitis 
but no other evidence of focal infection. The blood was normal. The bleeding 
and the clotting time were within normal limits. Intradermal tests with extractions 
of clothing, fungi and foods gave negative results. There was no evidence of 
hypersensitivity to proteins. Thus, after careful medical analysis, the cause of 
this curious syndrome remained obscure. 

Now to examine the emotional background of this patient: Two years pre- 
viously he had taken a new job, as a furnace salesman. It offered a goal, a 
branch agency. He jumped in with both feet, working from 10 a. m. to 1 a. m. and 
constantly driving himself. His meals were sparse and snatched at odd hours. 


His only recreation came over week ends, when he went on parties and usually - 


drank too much. Toward the end of the first year he began to experience appre- 
hension about his health, probably associated with his anxiety about getting ahead. 
At this time he first noticed the eruption on the wrists and the arms. He began 
to go to doctors for relief. The first widespread attack of the eruption accompanied 
a frank anxiety attack during which he became panicky, had precordial oppression 
and thought he was dying. It is significant that all the spells of eruption had been 
preceded by anticipation—that the patient dreaded them and was convinced that 
they indicated serious disease. The setting of the last and most serious attack, 
the one which brought him again under medical care, is interesting. Coincident 
with the interviewing of a particularly difficult but important sales prospect the 
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patient experienced a panic which made him rush to the accident department of 
a hospital for help and was accompanied by a profuse eruption. This rash 
persisted for nearly twenty-four hours. The patient presented more than just 
itching accompanying a neurosis. An actual lesion was produced. 

Emotionally produced urticaria is a well recognized phenomenon. The fourth 
case, in which the condition was representative of this category, was that of a 
young woman who had hives whenever excited or emotionally upset. When she 
had a date with the best beau she was frantic with generalized urticaria. In a 
fifth patient hives broke out whenever he was faced with unusual mental tasks. 
These again are examples of actual lesions psychopathologically produced. 

The sixth case which I wish to report was one of active dermatitis of wide 
extent. This case is the most important of all, for several reasons. It represents 
the last link in the chain of psychogenically influenced conditions, from itching 
through erythema and urticaria to outspoken dermatitis. It belongs in the group 
designated as cases of neurodermatitis. 

The patient was a housewife of 45 who sought medical aid because of an itching 
eruption of a year’s duration. Her doctor first classified it as “allergic” and 
referred her to another physician, who made a specialty of allergic diseases. She 
was carefully studied, but no evidence of abnormal sensitivity or of medical 
disease could be discovered. After a period of unsuccessful local therapy she 
was referred to me. She was greatly disturbed, complained of incessant itching 
and presented dry, scaly, lichenified eczematous patches as large and larger than 
one’s hand on the neck, the trunk, the arms, the perineum and the thighs. Inquiry 
into her history disclosed the following pertinent facts: 

She was of the worrying, overconscientious, oversolicitous type and a good 
Catholic. Her life had been uneventful until the year after her marriage at 22. 
At this time, when pregnant, she was shocked severely by the discovery of her 
mother-in-law’s body hanging in the basement of her home. A _ miscarriage 
followed. Later on she had one son, who was 21 years old at the time she came 
under my care. She had lived exclusively for her husband and this son but 
enjoyed life thoroughly, until another event took place which touched her sorely. 
Three years ago this only son, to whom she was devoted, suffered a serious 
injury which led to an expensive and heart-rending illness lasting almost to the time 
of examination. She devoted herself completely to his care, giving up all other 
interests in her life. His convalescence was slow and complicated by relapses, and 
medical care was expensive. She lived in constant worry and mental tension. 
Soon after the accident her sleep began to suffer, and it was always bad thereafter. 
Night after night she did not get to sleep until 5:00 o’clock in the morning. Toward 
the end of the son’s illness she began to transfer her attention from him to her 
own symptoms, whereupon they became still worse. She became irritable and 
quick to tears, and, in addition to itching, an eruption developed. At this point 
she began to seek medical aid for herself. 

The story of the subsequent course is dramatic. Armed with the knowledge 
of the causative factors in the family life I evolved a plan of treatment which 
included not only relief of symptoms by roentgen irradiation baths and the adminis- 
tration of sedatives but, just as important, the development of insight on the 
patient’s part into the cause of her trouble and the outlining for her of a healthy 
routine of living. Recovery ensued. The road to recovery, however, was not 
smooth. It was attended by two mild relapses, both of which, however, were 
directly related to transient, recurrent nervous upsets similar to those formerly 
experienced. At the time of this report she has been entirely well for six months. 
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In conclusion I may say that the principles applied to the treatment of this 
patient are, of course, applicable to many syndromes other than neurodermatitis. 
Nevertheless, this case illustrates beautifully what may be accomplished by looking 
behind the scene and making intelligent use of the facts one sees there, even 
though the condition may apparently be simple, cleancut eczema. 


CONCLUSION 


It seems to me clear that in dealing with the types of dermatoses 
represented by the series of cases reported in this paper one must keep 
constantly in mind the great importance of psychogenic factors in the 
production of such dermatologic syndromes, if treatment is to be 
attended by success. On the other hand, the facts brought out should 
not be construed as argument against dermatologic treatment. They 
do illustrate the prime necessity of combining the dermatologic and 
the psychiatric approach in the management and treatment of such 
conditions. 


217 Medical Arts Building. 
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ANTONIO NUNEZ RIBEIRO SANCHEZ (1699-1783) 
AN EIGHTEENTH CENTURY SYPHILOLOGIST 


S. J. ZAKON, M.D. 
Instructor in Dermatology, Northwestern University Medical School 
CHICAGO 


The oral administration of mercury bichloride in the treatment of 
syphilis was introduced by Sanchez in 1742. This method of therapy 
was held in high favor by most prominent syphilologists until Ehrlich’s 
discovery of arsphenamine. It saved untold thousands from mercurial- 
ism, salivation and the manifold cutaneous lesions that were caused by 
the reckless use of mercuric ointment. In fact, salivation which in 
twenty-four hours produced 5 or 6 pounds of viscous saliva was con- 
sidered essential for a cure. Hence, as early as 1497 Gaspard Torrella 
wrote: “Avoid like the plague, these murderous ointments, who have 
already made so many victims.” Rabelais? spoke “of the poor syphi- 
litics, anointed to the point at which their teeth started like the keys of 
an organ when played on.” The oral method of antisyphilitic therapy 
introduced by Sanchez and popularized by Van Swieten remained, in 
the opinion of Fournier and others, the method of choice in the treat- 
ment of syphilis. 

Since only a few contemporary physicians are familiar with the life 
and works of Sanchez, a brief biographic sketch is here presented: 

Antonio Nufiez Ribeiro Sanchez was born in the province of Pena- 
macor, Portugal, March 7, 1699. His parents were prominent mar- 
ranos (Neo-Christians by forced baptism). He was reared in the 
Catholic faith, even though his fa1ilv had suffered the rigors of the 
inquisition. He studied at Coimbra, Portugal, in the college of arts 
directed by Jesuits, and in 1724 he received the degree of Bachelor 
of Medicine from the University of Salamanca. He then practiced 
medicine at Benavente, Portugal, and later at Lisbon, Portugal, where 
he came under the influence of his uncle, Dr. Diogo Nufiez Ribeiro, 
who, though professing to be a Christian, secretly practiced Judaism. 
It was while under the influence of Dr. Ribeiro that Sanchez, like 
another famous Portuguese marrano, Dr. Amatus Lusitanus, embraced 
Judaism. 

Soon religious intolerance and persecutions forced him to leave 
Portugal. He left for London, England, where he earned his livelihood 


1. Rabelais, F., quoted by Fournier, J. A.: The Treatment of Syphilis, New 
York, Rebman Co., 1908. 
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by giving lessons in Latin, history and mathematics. At the end of 
two years he left London and traveled throughout Europe, visiting most 
of the then famous medical centers, and finally, in 1730, he arrived in 
Leyden Holland, 

Leyden in 1730 was the medical mecca of Europe, and Boerhaave 
was the shining light there. Sanchez studied under him, as well as with 
Van Swieten, the pharmacist; Gaubius, the chemist, and Albinus, the 
anatomist. Leyden offered to the student of Europe at that time a 
spectacle similar to that which Athens displayed in ancient Greece. 
There one found assembled the greatest contemporary men of science, 
surrounded by an eager herd of disciples, all capable of leaving this 
school and shedding in the entire world the knowledge that they had 
acquired. Soon Boerhaave noticed Sanchez, conversed with him fre- 
quently and formed a high opinion of his abilities. 

In 1731 the empress of Russia, Anna Ivanowna, requested Boerhaave 
to send her a learned physician who would be competent to act as her 
medical adviser. Boerhaave recommended Sanchez. On June 5, 1731, 
Sanchez signed a contract with the Russian government whereby he 
agreed to go to Russia at an annual salary of five hundred rubles. The 
empress was so pleased with Sanchez that she appointed him chief 
physician to the cadets, and soon afterwards he was elected to the 
Imperial Academy of Science. 

Sanchez practiced medicine in Russia for sixteen years. During 
this period he developed a large practice and acquired many influential 
friends in St. Petersburg and throughout Russia. He devoted his 
leisure hours to study and accumulated a valuable collection of medical 
works. In 1741 he was appointed physician to the Empress Elizabeth 
Petrovna, and in 1744 he was elevated to the rank of Councillor of 
State. Three years later, on Sept. 4, 1747, he was suddenly ordered 
to resign and to leave Russia. His dismissal astonished the court circle, 
especially as he was known never to have interfered in politics. He 
hastened to sell his property. His valuable medical library was acquired 
by the imperial library. The mystery of his dismissal gave him no rest, 
and soon after his arrival in Paris, France, he wrote to Count K. G. 
Razumovski, the president of the Imperial Academy of Science, who 
informed him that the only reason for his discharge was the fact that 
the empress had been told that he professed Judaism. Sanchez settled 
in Paris, where he devoted the remaining years of his life to medical 
study and research. He died in Paris on Oct. 14, 1783. His posses- 
sions, mostly manuscripts, he left to his friend Dr. Andry. 

Sanchez’s claim to a prominent place in the history of syphilology 
rests on his contribution to the rational treatment of syphilis in 1742 
of the oral use of mercury bichloride, on his observation on the value of 
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heat in the treatment of syphilis and variola and on his being one of the 
first who tried to disprove the American origin of syphilis. 
Sanchez thus related how he came to use mercury bichloride in the 


treatment of syphilis: 


In 1742 I learned from a German surgeon (Wundartzt) who spent a number 
of years in Siberia that even corrosive sublimate may be used in the treatment of 
syphilis. However, I could not ascertain from him the exact dosage. I, therefore, 
performed a number of experiments in order to determine the optimum dose, and 
I found that to robust individuals it is safe to give once or twice daily one-half 
grain sublimate dissolved in one ounce of whiskey. At the same time I ordered 
the patient to take vapor baths. To debilitated persons or to those in whom the 
disease was very chronic I allowed only one-fourth of a grain of sublimate in 
twenty four hours, and this dose I kept up until I obtained a cure. I now informed 
my old friend Van Swieten about my experience with corrosive sublimate and 
he acknowledged it with many thanks in letters to me as well as in the 5th volume 
of his Commentaries on Boerhaave. However, I was astonished to read that Van 
Swieten in describing this treatment entirely neglects to stress the great value 
of Hot Vapor Baths since without the simultaneous use of the steam baths I would 
have hesitated to employ sublimate in the treatment of Syphilis. 


Van Swieten published his work on the oral use of mercury 
bichloride in the treatment of syphilis in 1758, and Sanchez had used 
this method of therapy since 1742. One must therefore conclude that 
it was Sanchez who originated this form of therapy and that Van 
Swieten only popularized it. 

Sanchez was one of the first to doubt the theory that syphilis was 
brought to Europe by Columbus. His contention, based on extensive 
readings of ancient medical works, was that the disease in various forms 
existed in Asia, Africa and Europe since antiquity. His dissertation 
on the origin of the disease * was published in Paris in 1750 and trans- 
lated into German in 1775 and into English in 1790. 

Sanchez was the first to acquaint the medical world with the thera- 
peutic value of the Russian vapor bath. He ascribed the mildness of 
variola and of syphilis among the Russians to their use of the vapor 
bath.® 

Sanchez was a modest, peace-loving, scholarly person. Throughout 
his life he remained an ardent patriot of Portugal. Numerous manu- 
scripts of his show that he hoped to establish in Portugal a medical 
center similar to that of Leyden, Holland. However, he could not 


2. Sanchez, A. N. R.: Historical Investigation into the First Appearance of 
the Venereal Disease, translated by J. R. Skinner, London, 1790. 

3. Sanchez, A. N. R.: Bemerkungen und Untersuchungen iiber den Gebrauch 
der Dampfbader bei verschiedenen V6lkern, insbesondere in Russland, Memmingen, 
1789. 

4. Sanchez, A. N. R.: Plano de reforma de ensino medico portuguez no 
seculo xviii, Arch. de hist. Portugueza 6:55, 1911. 
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return to Portugal on account of a paper he published in behalf of the 
rights of the marranos. One must admire Sanchez for his courage in 
coming out against the American origin of syphilis at a time when 
Astruc championed the accepted theory. Astruc was brilliant, energetic 
and powerful as the physician to kings and one whose enmity the 
cautious would no doubt avoid. The theory of the antiquity of syphilis 
which Sanchez championed was not popular in his day, and it is only 
in recent years® that the subject of the origin of syphilis has been 
reopened. His courage in publishing his investigations at a time when 
he knew that they would be unpopular commands admiration, and his 


views command respect. 
185 North Wabash Avenue. 


5. The Origin of Syphilis, editorial, J. A. M. A. 104:2188 (June 15) 1935. 
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Clinical Notes 


EROSIONS OF THE ORAL MUCOSA AND URTICARIA 
OF THE BODY FOLLOWING SMALL DOSES 
OF SULFANILAMIDE ~ 


Maurice Henry Noun, M.D., Des Mornes, Iowa 


A morbilliform erythema of a more or less generalized nature was reported in 
some of the earliest cases in Germany in which prontosil was employed. 

There have been numerous reports of cutaneous and other types of reactions 
since the introduction of sulfanilamide and its derivatives in this country. In 
The Journal of the American Medical Association for Sept. 25, 1937, there were 
reports of 16 cases.2, In 9 of these there was an urticarial, an erythematous or a 
purpuric eruption, with photosensitization of the skin in some cases. Other more 
serious complications are granulocytopenia, sulfhemoglobinemia and febrile dis- 
turbances. 

I wish to submit a report of an unusual case in which, besides an urticarial 
eruption on the body, erosions of the oral mucosa developed after the administra- 
tion of sulfanilamide. 

REPORT OF A CASE 

Miss I. K., 39 years old, first seen by Dr. Walter Abbott on June 19, 1937, had 
had headache, twitching of the muscles of the right side of the face, nervousness 
and insomnia since a severe attack of influenza and sinal infection the previous 
April. The history otherwise was irrelevant. 

The blood pressure was 135 systolic and 90 diastolic; the Kahn test was nega- 
tive; the pulse rate was 96 and the temperature 99 F. A complete examination 
of the blood showed no abnormality. 

The possibility of ethmoiditis was considered, and she was given an ephedrine 
preparation and phenobarbital for a few days. On June 26, as she showed no 
improvement, she was told to discontinue the use of these drugs and to take 5 
grains (0.32 Gm.) of sulfanilamide daily. She reported on July 10, when her 
condition was still unimproved. The dose of sulfanilamide with sodium bicarbonate 


1. Abramowitz, E. W.: Personal communication to the author. The name 
“prontosil” has been applied to several derivatives of sulfanilamide. 

2. Kohn, S. E.: Acute Hemolytic Anemia During Treatment with Sulfanil- 
amide, J. A. M. A. 109:1005 (Sept. 25) 1937. Bucy, P. C.: Toxic Optic Neuritis 
Resulting from Sulfanilamide, ibid. 109:1007 (Sept. 25) 1937. Manville, J. G., 
and Archinard, J. J.: Skin Eruptions in Patients Receiving Sulfanilamide, ibid. 
109:1008 (Sept. 25) 1937. Goodman, M. H., and Levy, C. S.: The Development 
of a Cutaneous Eruption (Toxicodermatosis), ibid. 109:1009 (Sept. 25) 1937. 
Frank, L. J.: Dermatitis from Sulfanilamide, ibid. 109:1011 (Sept. 25) 1937. 
Schonberg, I. L.: Purpuric and Scarlatiniform Eruption Following Sulfanilamide, 
ibid. 109:1035 (Sept. 25) 1937. Newman, B. A., and Sharlit, H.: Sulfanil- 
amide: A Photosensitizing Agent of the Skin, ibid. 109:1036 (Sept. 25) 1937. 
Salvin, M.: Hypersensitivity to Sulfanilamide, ibid. 109:1038 (Sept. 25) 1937. 
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was increased to two 5 grain (0.32 Gm.) tablets every twenty-four hours. On 
July 17 a generalized urticarial eruption developed. Five days later she suffered 
from nausea and diarrhea. 

On July 23 she came to my office and complained of an intolerable itching of 
the body and soreness of the mouth. Urticarial lesions involved the face, the neck, 
the trunk and the upper and lower extremities. The lesions were marked on the 
extremities. 

Her mouth showed scattered pea-sized lesions with clearly defined edges and a 
central reddish gray exudate. 

Vincent’s infection was suspected, but several bacteriologic administrations 
gave negative results. Another blood count was found to be normal. 

The patient was told to discontinue the use of the sulfanilamide tablets, to use 
colloidal starch and oatmeal baths and to apply a soothing lotion. An alkaline 
mouth wash was prescribed. 

The lesions on the body began to disappear in a few days and were completely 
gone seven days after the use of the drug was discontinued. The lesions in the 
mouth, however, lasted for about twelve days. 


COMMENT 


A drug eruption in which urticarial lesions followed the use of small doses of 
sulfanilamide is reported. The unusual appearance of erosions in the mouth, 
together with the eruption on the body, was considered worthy of recording. 


814 Equitable: Building. 
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Editorial 


DERMATOLOGY WITH SYPHILOLOGY 


The article by Dr. Goldman which appears in this issue of the 
ARCHIVES offers a challenge to dermatologists to retain the position in 
syphilology which they have rightly earned. There are many reasons 
why dermatologists should continue to be leaders in the investigation 
and teaching of syphilis, even though they do not treat all the mani- 
festations of this disease in private practice. 

Dermatologists have taken a prominent part in the study of syphilis 
for many years. Among dermatologic investigators of a generation ago 
the names of Hoffmann, Neisser, Bruck, Fournier and others are immor- 
tal in the annals of medicine. Again in recent years dermatologists 
both in foreign countries and in the United States have taken a leading 
part in investigations of syphilis. The cooperative Clinical Group has 
been composed mainly of dermatologists, including Stokes, Cole, Wile 
and O’Leary. Other dermatologists who have been notable contributors 
to the knowledge of syphilis in this country include Fordyce, Scham- 
berg, Wright, Hazen, McBride and Dennie. The study of syphilis 
will continue to be benefited by the contributions of competent der- 
matologists. 

In Europe, Latin America and Japan the word syphilology is 
officially linked with dermatology. This is true of professorial titles 
and of the names of medical societies. In this country the relation of 
dermatology and syphilology is recognized by the use of these two names 
by the American Board of Dermatology and Syphilology, by the Section 
on Dermatology and Syphilology of the American Medical Association, 
by the sections of many state societies and that of the New York 
Academy of Medicine and by the newly organized American Academy 
of Dermatology and Syphilology. Finally, the name of this journal 
includes the word syphilology. 

A generation ago the teaching of syphilis was undertaken to a 
considerable extent by genitourinary surgeons, who taught both syphilis 
and gonorrhea. Since, however, the complications of gonorrhea are 
largely surgical, while syphilis is essentially a medical problem, the 
teaching of syphilology was largely given up by genitourinary surgeons 
and taken over by dermatologists. After all, the dermatologists seé the 
disease at an early period, when their special knowledge of cutaneous 
manifestations is invaluable, even though dark field examination and 
serologic tests have assumed an important role in diagnosis. 
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In a few medical schools in this country the two subjects have been 
divorced, and syphilology has become a separate department or a sub- 
department of medicine. It is hoped that there will be no further separa- 
tion of syphilology from dermatology, since this would estrange the 
interests of many who could otherwise contribute valuable assistance 
in the fight against syphilis. The continued attack on syphilis, so ably 
sponsored by Surgeon General Parran, will need the help of all who are 
interested in its eradication. 

While no one can be expected to comply literally with Osler’s famous 
dictum about knowing syphilis in all its manifestations and relations, 
nevertheless the well trained modern dermatologist is competent to teach 
the entire subject to medical students. If unable or unwilling to do so, 
he should not occupy a teaching position in dermatology. To teach 
syphilology properly, the dermatologist should be given an amount of 
time in the college curriculum adequate to cover the subject in a manner 
commensurate with its importance. 

Dr. Goldman sounds a timely note of warning in urging young 
dermatologists to obtain a broad knowledge of syphilis, which means 
a knowledge of general medicine. For those who desire an academic 
career such knowledge is essential. The American Board of Derma- 
tology and Syphilology is playing its part in advancing the general 
knowledge of syphilis by its rigid requirements in regard to training 
and by its invariable inclusion in examinations of questions relating 
to various phases of syphilis, from the standpoint of pathology, diagnosis 
and treatment. Emphasis is laid not only on cutaneous but on visceral 
disease in all its manifestations. 

Dermatologists who are only mildly interested in syphilis should 
realize that a separation of the two parts of the specialty, especially 
in college curriculums, will eventually lead to a great loss of the prestige 
which has been attained after years of serious work in the investigation 
and the teaching of syphilis. The challenge to dermatologists of the 
coming generation has been made. I feel sure it will be accepted. 


H. F. 
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Correspondence 


DERMATOLOGISTS IN THE CAMPAIGN 
AGAINST SYPHILIS 


Dr. Paul A. O’Leary, 
Chairman, Advisory Committee on Syphilis Control, 
American Dermatological Association, 


Dear Doctor O’Leary:—I have learned from several sources that some of the 
dermatosyphilologists of the United States are of the opinion that the Public 
Health Service intends to utilize the services of specialists in internal medicine 
and in the other fields of medicine to the exclusion of dermatologists in the present 
campaign against syphilis. There is no intention of divorcing syphilology from 
dermatology. 

The problem of syphilis in the United States is an enormous one, and I can 
assure you that the services of both dermatosyphilologists and internists will be 
required. Indeed, so prevalent is syphilis that it is my opinion that the aid of all 
general practitioners will be needed in addition to the special assistance of experts 
in the field. 

The action of your committee in endorsing the campaign to control syphilis 
about a year ago was most encouraging. I hope that it will be possible to depend 
on you and on the members of the American Dermatological Association in the 
prosecution of this important work in the future. 


Tuomas Parran, Surgeon General, 
Washington, D. C. 
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Abstracts from Current Literature 


Epitep By Dr. HERBERT RATTNER 


SeruM Lipms IN EczEMA AND IN OTHER PATHOLOGIC ConpiTIONS. E. 
HANSEN, Am. J. Dis. Child. 58:933 (April) 1937. 


The values for the cholesterol and the total fatty acid content and the iodine 
absorption of the serum were determined for 70 normal subjects and an equal 
number of patients suffering from a variety of clinical disorders, including eczema. 
Interest centered chiefly about 23 infants and 8 older children with eczema. The 
great majority of eczematous subjects showed a significant lowering of the iodine 
number of the fatty acids of the serum when compared with normal subjects 
of similar ages. This alteration was demonstrated to be independent of such 
important factors as previous diet and infection. The degree of saturation of 
the fatty acids of the serum was found to be essentially normal in a series 
of noneczematous patients presenting a wide variety of pathologic conditions. 
A significant rise in the iodine number of the serum lipids of eczematous 
subjects followed the administration of large doses of oils with high iodine 
numbers. Coincident with this increase in the degree of unsaturation of the fatty 
acids of the serum in many instances was an unmistakable improvemert in the 
clinical condition of the patient. These observations strongly suggest a funda- 
mental relation between the pathogenesis of eczema and a disturbance in lipid 


metabolism. Netson Paut ANpERSON, Los Angeles. 


Tue Bioop Picture BEForRE AND AFTER FEVER THERAPY BY PHYSICAL MEANS. 
Frank H. Krusen, Am. J. M. Sc. 193:470 (April) 1937. 


On examination of the blood of patients undergoing fever therapy in the air- 
conditioned cabinet, Krusen observed a marked increase in the number of leuko- 
cytes, with a relative increase in the neutrophils and a decrease in the lymphocytes. 
In those patients having a temperature of over 105 F. for more than five hours 
the numerical increase was greater and the proportion of neutrophils higher than 
in patients having a lower degree of fever. 

No significant chemical changes were found in the blood. 

On Krusen’s request M. M. Hargraves submitted a comment on the discrep- 
ancies between their observations. Hargraves observed a postfebrile leukocyte 
count as high as 40,000 per cubic millimeter, with an increase in the younger 
cells. As the number of polymorphonuclear cells declines, the total is kept up by 
an increase in monocytes and still later by a reappearance of lymphocytes. The 
difference in the observations of the two workers is explained on the basis of their 
choice of different times for sampling. 


A Stupy oF THE OssEous REMAINS OF THE “Mounp BvuILpDERS” OF EASTERN 
ARKANSAS. E. G. WAKEFIELD, SAMUEL C. DELLINGER and JoHN D. Camp, 
Am, J. M. Sc. 193:488 (April) 1937. 


The authors examined skeletal material from more than 400 graves probably 
of precolonial times. Among other abnormalities they noted lesions of the long 
bones, the clavicles, the skull and the bones of the nose which were similar to 
those of syphilis. 

The presence in a single skeleton of changes characteristic of this disease in 
the tibias, the fibulas, the radiuses, the ulnas and the cranium were regarded as the 
best evidence of osseous syphilis. 

It is the opinion of the authors that the evidence is sufficient to justify saying 
that the precolonial Americans of eastern Arkansas had syphilis, although the 
diagnosis cannot be made absolutely. Lyncn, St. Paul. 
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Tue Microscopic PATHOLOGIC APPEARANCE OF THE AORTA IN TREATED AND 
UNTREATED PATIENTS WITH SypuHiLitic Aortitis. B. J. Hoop and C. F. 
Mour, Am. J. Syph., Gonor. & Ven. Dis. 21:177 (March) 1937. 


In spite of the fact that clinical improvement in terms both of alleviation of 
symptoms and of prolongation of life occurs in patients with syphilitic aortitis 
after the institution of antisyphilitic treatment, no difference could be found in 
the microscopic pathologic picture in the wall of the aorta in untreated as com- 
pared with treated patients with cardiovascular syphilis. 


THE OrAL ADMINISTRATION OF STOVARSOL [ACETARSONE] IN THE TREATMENT OF 
EXPERIMENTAL SYPHILIS OF THE Raspit. P. D. RosAHN and J. E. Kemp, 
Am, J. Syph., Gonor. & Ven. Dis. 21:180 (March) 1937. 


Because of the recent widespread interest in the oral administration of acetarsone 
in the treatment of syphilis, the authors investigated the toxicity and the trepo- 
nemicidal efficiency of its oral administration to rabbits. From their own experi- 
ments and from a review of the literature they concluded that the uncertainty 
concerning the toxic dose of acetarsone definitely contraindicates its use in the 
treatment of syphilis in rabbits. On the same basis acetarsone has no place in 
the treatment of human syphilis. Reuter, Milwaukee. 


EFFECT OF SUNLIGHT ON THE CLINICAL MANIFESTATIONS OF PELLAGRA. DAvip 
T. SmitH and Juttan M. Rurrin, Arch. Int. Med. 59:631 (April) 1937. 


The influence of sunlight in the production of the dermatitis of pellagra has 
been denied by some observers. In 13 of 35 cases studied by the authors a 
moderate exposure to the direct rays of the sun resulted not only in dermatitis 
but in exacerbation of the constitutional symptoms of the disease. In 2 cases 
the constitutional symptoms were produced although no dermatitis appeared. 


UveoparoTitis. Wutpripce C. THompson, Arch. Int. Med. 59:646 (April) 1937. 


Uveoparotitis is a syndrome consisting of inflammatory lesions of the uveal 
tract, enlargement of the parotid glands agd chronic low grade fever. Prodromal 
symptoms are usually observed, and the disease is often accompanied by a patchy, 
nonelevated erythema, without itching, which involves particularly the legs. 

Although serologic tests showed evidence of syphilis in 5 of the 6 cases 
described by Thompson, the infection was regarded as coincidental. Four of the 
6 patients had tuberculosis. 

The tuberculous etiology of uveoparotitis was favored by the author. 


Lyncu, St. Paul. 


Boeck’s Sarcom (Sarcormosis). WarFiELD T. Lonccope and J. WILLIAM 
Pierson, Bull. Johns Hopkins Hosp. 60:223 (April) 1937. 


Longcope and Pierson have contributed an excellent and comprehensive article 
on the various features of that protean disease, Boeck’s sarcoid. Its manifestations 
in the skin and the mucous membranes, its appearance in the bones (osteitis tuber- 
culosa multiplex cystica of Jiingling) and the involvement of the lungs and the 
lymph nodes are all considered in detail. Eight cases of generalized sarcoid are 
reported, with particular reference to involvement of the lymph nodes. The dis- 
ease follows the course of a chronic generalized infection and produces few ‘con- 
stitutional symptoms, although it produces remarkable pathologic changes in 
many structures of the body. The most commonly involved lymph nodes are 
those of the preauricular, the postauricular, the submaxillary, the submental, the 
epitrochlear and the inguinal region. One or more of these groups was enlarged 
in every case. 
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Involvement of the roots of the lungs or of the mediastinum was common, 
being seen in 7 of the authors’ 8 cases. The changes produced somewhat charac- 
teristic shadows in the roentgenogram. 

The changes involving the small bones of the hands and the feet, especially the 
phalanges, are apparently specific for this disease, and they produce perfectly 
typical shadows in the roentgenogram. 

The authors suggest that Boeck’s sarcoid may be related to uveoparotid fever 
because of the close similarity of the pathologic lesions in the two syndromes. 

As regards etiology, the authors conclude: “Up to the present time the efforts 
of most investigators to prove that the disease is tuberculosis have failed and one 
must conclude that the etiology of the disease remains unknown.” 


Netson Paut ANpERSON, Los Angeles. 


Tue TREATMENT OF EPIDERMOPHYTOSIS WITH ForRMALIN. C. R. SALSBURY, 
Canad. M. A. J. 36:515 (May) 1937. 


Salsbury has observed good effects from the local application of full strength 
solution of formaldehyde to the sites of dermatophytosis, tinea circinata and 
onychomycosis. Its use is contraindicated if the eruption is acute. Occasionally 
a 1 per cent solution of the same substance may be used as a prophylactic. 


Lewis, New York. 


TUBERCULOSIS OF SUPRARENAL GLANDS (ApDDISON’S DISEASE), WITH REPORT OF 
SEVEN VERIFIED CASES. Henry M. FEINBLATT and BARNETT ALPERT, Endo- 
crinology 21:401 (May) 1937. 


Feinblatt and Alpert studied 7 cases of tuberculosis of the adrenal glands, in 
none of which there was pulmonary tuberculosis. In only 3 instances were all 
the cardinal symptoms of Addison’s disease (hyperpigmentation, asthenia, gastro- 
intestinal symptoms and hypotension) present. 


Tue Use or GLycero. Extract OF THE ADRENAL CORTEX IN THE TREATMENT 
oF ADRENAL INSUFFICIENCY. FRANK A. HARTMAN, GEORGE W. THORN and 
Rottin R. Durant, Endocrinology 21:516 (July) 1937. 


In the treatment of early Addison’s disease the authors recommend the use of 
adrenal cortex extracted with glycerin, which is much less expensive than the 
aqueous extract. The glycerin extract has a limited application in the severe 
stages of the disease. The method of its preparation is described. 


Lyncu, St. Paul. 


DERMATITIS FROM DYED AND OTHERWISE TREATED CITRUS EvuGENE F. 
Traus, RicHarp E. Gorpon and Lairp S. Van Dyke, J. A. M. A. 108:872 
(March 13) 1937. 


Traub, Gordon and Van Dyke report 2 cases of eczematous eruption caused 
by dyes used in coloring fruit. In both cases yellow O B dye was found on patch 
tests to be the specific cause. Patch tests with the inner surface of the peel and 
with the fruit itself yielded negative results. Undyed fruit used in testing did not 
produce any reactions. The authors hypothesize that such dyes are not general 
irritants but that sensitivity to them may be acquired by constant and repeated 
exposure. 


HopcGkin’s DIsEASE WITH LEUKOPENIA. SAM Boyer Jr., J. A. M. A. 108:876 
(March 13) 1937. 


In a patient with recurrent attacks of undiagnosed fever, headache and pain in 
the abdomen repeated blood counts disclosed continued leukopenia and moderate 
to severe anemia. The only evidence of Hodgkin’s disease was a palpable spleen. 
The anatomic diagnosis was lymphoblastoma (Hodgkin’s type). 
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INCIDENCE OF LYMPHOGRANULOMA INGUINALE IN SAN Francisco. A. Harm and 
C. MatHewson, J. A. M. A. 108:961 (March 20) 1937. 


Haim and Mathewson report 46 cases of established lymphogranuloma venereum 
from San Francisco. Most of the patients were white. Haim and Mathewson 
found that the incidence was higher in people subject to frequent sexual contact 
with sources of venereal infection, regardless of race. This would point to the 
infection’s being more dependent on sexual hygiene than on racial susceptibility. 

In a survey of 405 adult patients without clinical evidence of lymphogranuloma 
venereum in the general wards of the San Francisco Hospital, the incidence of 
positive Frei reactions was 2.7 per cent. For many of these patients a significant 
history was later obtained. In a further study of 295 male patients in the United 
States Marine Hospital in San Francisco, 21 per cent of those admitted to the 
hospital for the treatment of venereal disease had positive Frei reactions, while 
only 2.1 per cent of the patients in the other wards reacted to the Frei antigen. 


THe ALLANTOIN TREATMENT OF Utcers. T. Kapian, J. A. M. A. 108:968 
(March 20) 1937. 


One if not the sole reason for the efficacy of maggot therapy has been found 
to be the content of allantoin in the excretions of the maggots. Allantoin is found 
in the excreted end-products of purine metabolism of all arthropods—not only 
maggots—and is widely distributed among plants. A commercial product is 
available. The action of allantoin in wounds is to remove infected material and 
to stimulate healing through the growth of healthy granulation tissue. Kaplan 
treated 3 patients with chronic ulcers of the leg by application of a 0.4 per cent 
solution of allantoin. Prompt healing occurred in each case. 


SypHILITIC AND NONSYPHILITIC PERSONS ON THE FuLToN County, GEorRGIA, 
RELIEF Rotts: A Comparative Stupy. J. G. McDanret, J. A. M. A. 108: 
1156 (April 3) 1937. 


Of 6,911 applicants for relief in Fulton County, Ga., it was found that 1,311 
(18.9 per cent) had syphilis. Positive Wassermann reactions were recorded for 
33.8 per cent of the Negro men, for 34.5 per cent of the Negro women, for 7.1 
per cent of the white men and for 7.3 per cent of the white women. From a study 
of the records of the physical examinations of these applicants, McDaniel found 
that physical abnormalities of all kinds were more frequent in persons who, had 
syphilis than in those who were free from infection. In the group with serologic 
evidence of syphilis 17 per cent of subjects between the ages of 20 and 40 years 
were not able to do competitive work, and 16 per cent of those past 50 years 
were not able to work at all. 


ALLerGy To Dyes: Contact DERMATITIS FROM EastER Ecc DyE—ASTHMA AND 
UrTICARIA FROM METAPHEN. L. H. Criep, J. A. M. A. 108:1169 (April 3) 
1937. 

Criep reports 2 cases of sensitivity to dyes. The first patient, a child aged 

4 years, had flexoral eczema due to egg dyes. Positive reactions occurred to 

patch tests with the red and the orange oil in the dyes. The other patient, a man 

aged 46, had attacks of bronchial asthma and urticaria from orange I (the dye 
used to tint metaphen). Flare-ups of both asthma and urticaria followed the 
application of the orange dye to an area of normal skin the size of a silver dollar. 

It is thus apparent that the type of manifestations to be found in subjects who are 

allergic to dyes depends largely on the sensitive tissue. 


LAUGHLEN’s TEST FOR THE SERODIAGNOSIS OF SypHILis, F. H. Rosinson and 
G. M. Stroup, J. A. M. A. 108:1170 (April 3) 1937. 
In Laughlen’s test a drop of reagent is added to a drop of serum or spinal 


fluid on a glass slide, which is then tilted repeatedly and observed at frequent 
intervals in an indirect light. To prepare the reagent, one adds tincture of benzoin 
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compound, cholesterol, scarlet red and physiologic solution of sodium chloride to 
an alcoholic extract of beef heart. A positive reaction is determined from the 
presence of coarse red particles, which increase in size. Robinson and Stroud 
used this method in testing 1,000 specimens of serum and found that the results of 
the Laughlen test were in accord with the results of the Wassermann test in 
93 per cent and with the results of the Kahn test in 97 per cent. The use of the 
Laughlen test is recommended when rapidity is necessary or desirable. 


Tue Skin ReEAcTIONS OF INFANTS AND CHILDREN TO Soaps. L. GOLDMAN, 
J. A. M. A. 108:1317 (April 17) 1937. 


Goldman points out that patch tests should be performed to determine the 
sensitivity of the skin to soap. Exact technic should be observed in the test. The 
concentration of the test material, the site of the application, the duration of the 
contact and the intimate contact of the testing substance and the skin are all impor- 
tant details. Goldman used as his testing materials small bits of soap, a 5 per 
cent solution and a 10 per cent solution and apparently prefers the last. In a 
study of the sensitivity of the skin of 127 children and infants to seven different 
toilet soaps slight differences were found in the reactions to the different soaps, 
except for an increased intensity of reaction with a soap containing cresol. The 
skin of newborn infants reacted less frequently to the patch test than the skin 
of the older infants and children. Goldman agrees with other authors that patients 
with contact dermatitis react more frequently to soap than patients with normal 
skins. 


A New METHOop For OPENING A CaARBUNCLE. C. B. Masry, J. A. M. A. 108: 
1339 (April 17) 1937. 
To decrease the pain of surgical incision into a furuncle, Mabry has found 
that a towel clamp grasping the previously frozen lesion will prevent deep pressure 
by the knife and thus eliminate the chief cause of discomfort. 


GRANULOMA VENEREUM OF CERVIX UTERI (GRANULOMA INGUINALE) SIMULATING 
CarcrinoMA. E. R. Punp and R. B. Greensiatt, J. A. M. A. 108:1401 
(April 24) 1937. 

Pund and Greenblatt observed 2 instances of infection of the cervix uteri with 
granuloma inguinale, the first recorded observation of such an infection in this 
location. The lesions simulated carcinoma clinically, but the histologic picture 
showed the structures which Pund and Greenblatt had previously described as 
characteristic for granuloma inguinale. The essential histologic feature is “the 
exuberant granulation tissue reaction in which the pathognomonic cell is found. 
This cell is a large mononuclear cell with intracytoplasmic spaces in which are 
dispersed the so-called Donovan bodies.” Pund and Greenblatt recommend that 
silver staining be used to facilitate the demonstration of this specific cell. 


ToruLosis IN Man. K. W. Taser, J. A. M. A. 108:1405 (April 24) 1937. 


Taber reports the case of a white woman aged 71 who had a chronic cough 
for over fifty years. During the few weeks previous to examination there had 
been extreme lassitude. A cryptococcus was isolated from the sputum. The 
patient rapidly declined, and death ensued. At autopsy there were manifestations 
of cardiovascular renal disease. The marked involvement of the tissues of the 
lungs led Taber to believe that death was due to the mycotic infection in the 
bronchioles. 


Tue RATIONALE OF THE TANNIC AciD-SILVER NITRATE TREATMENT OF BurNS. 
A. G. Betrman, J. A. M. A. 108:1490 (May 1) 1937. 
The chief advantage of the application of tannic acid and silver nitrate to a 
burned surface over other procedures lies in the immediate action, which results 
in the stopping of loss of fluids and a lessening of shock. Most patients are 
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afebrile. No renal damage occurs. There is no secondary infection or edema 
of the tissues. Tannic acid used alone is efficacious but slower in its action. The 
period of confinement to hospitals in cases of severe involvement has been reduced 
to one-fourth that previously required when other methods of treatment were 
used. Grease or oils should not be used but if present should be removed with a 
solvent such as benzene. A narcotic should be given, fluids forced, all blebs 
opened and loose skin removed. Successive applications of a fresh solution of 
5 per cent tannic acid and a 10 per cent solution of silver nitrate should then be 
made with cotton swabs. The areas should be kept warm and dry. Frequently 
only one application is necessary. Lewis, New York. 


EFrect OF INTENSE SONIC VIBRATIONS ON ELEMENTARY BopIES OF VACCINIA. 
Tuomas M. Rivers, JosepH E. SMApDEL and LestreE A. CHAMBERS, J. Exper. 
Med. 65:677 (May) 1937. 


The fact that bacteria are broken up by supersonic vibrations induced the 
authors to ascertain whether elementary bodies of vaccinia are disrupted when 
subjected to sonic energy. They observed that thoroughly washed elementary 
bodies of vaccinia were inactivated by sonic vibrations with a frequency of about 
8,900 cycles per second; the inactivation was not accompanied by a disruption of 
the bodies. There is some evidence that oxidation might have played a role in 
the inactivation. Lyncu, St. Paul. 


THE GLOMUS AND THE GLomMuUS TuMouR (MASSON). WALTER FREUDENTHAL, 
R. G. ANDERSON and F. Parkes WEBER, Brit. J. Dermat. 49:151 (April) 1937. 


A woman aged 50 years complained of continuous dull pain in the left little 
finger of twenty-five years’ duration. Occasionally there were paroxysms of 
severe pain which spread up the inner side of the arm and down the left side of 
the chest. Trauma to the little finger caused excruciating pain. A small red 
spot appeared on the pad of the finger for the first time four years ago. This 


soon became elevated and tender. It was excised, and all symptoms disappeared. 
The histologic structure was typical for glomus tumor. 

Freudenthal and his associates describe the characteristic histologic changes 
and comment generally on the glomus and the glomus tumor. The term “glomus 
tumor,” rather than “glomangioma,” should be retained, because Masson distin- 
guished three varieties: an angiomatous, an epithelioid and a neuromatous form. 
The tumor is rare but not extremely rare. When superficial it appears as blue, 
purplish or reddish spots or soft papules; when deep it is invisible. It varies in 
size from 3 mm. to that of a walnut and is apparently benign. The commonest 
site is the hand, espcially the nail bed, but tumors have been observed at sites 
where a normal glomus has not yet been found. Usually only one tumor appears, 
but there have been reports of multiple lesions. The outstanding features in most 
cases are pain, usually in paroxysmal attacks, and extreme sensitiveness to pres- 
sure. The glomus tumor must be differentiated from the leiomyoma and the 
pyogenic granuloma. 

The report is well illustrated and contains a good critical review of the 
literature. 


WarTS”: INFECTION FROM “FALSE CowPox” WITH A PARAVACCINAL 
Virus. P. Bonnevig, Brit. J. Dermat. 49:164 (April) 1937. 


This is a report of 4 cases of “milker’s warts,” presumably a disease per se. 
On the teats of the cow there occurs a bullous-verrucous eruption, which is 
generally called “pox” and which may be transmitted to man. It produces at the 
sites of inoculation characteristic lesions which begin as indolent flat red papules. 
“Within one week they reach the size of a pea or hazelnut, appearing as well 
defined, hemispherical, reddish-blue, firm, elastic, slightly tender nodules, the 
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epithelial covering of which is tense, slightly shiny, greyish, opaque, apparently 
thickened, but unbroken and without any sign of bullous detachment. Later the 
central part turns yellowish, then dark brown, flat, and becomes a little depressed ; 
this central spot is surrounded by a greyish zone, while the marginal part of the 
nodule is reddish violet.” Occasionally there is associated a vacciniform exanthem. 
The general condition of the patient is little affected, and the eruption disappears 
completely within a few weeks. The infecting agent is thought to be a filtrable 
virus. The disease may be seen in slaughterhouse workers, and it occurs in sheep. 
It must be differentiated from symmetrical callosities, seen sometimes in milkers, 
from foot and mouth disease and from “milker’s panaritium,” which develops 
through the intrusion of tiny hairs into cracks in the fingers. 
The pertinent literature is reviewed. 


DerMAToMyosiTIs. T. M. GrEENAWAyY and C. G. Lamsig, Brit. J. Dermat. 49:209 
(May) 1937. 


In this paper is reported a case of dermatomyositis in a woman aged 20. 
Observations at autopsy are included. It is the second case to appear in the 
patient’s community in recent months. The characteristic signs were a “typical” 
facial appearance, especially a heliotrope discoloration of the upper eyelids, a 
chronic exanthem, commonly of the erythematous type, and edema, often peripheral 
and symmetrical, which masked muscular contractures and wasting, which later 
became apparent. The heliotrope discoloration of the upper lids was the most 
striking feature of both cases. “Its presence may be regarded as pathognomonic.” 
Thorough studies failed to throw any light on the etiology of the disease. There 
was no evidence to indicate a nutritional or an allergic basis, and attempts to 
isolate specific organisms from the blood, the skin and the muscles yielded nega- 
tive results. Nor could a virus be incriminated. It is suggested that the muscles 
are primarily affected; that as a result some substance develops which renders the 
patient sensitive to light, and that the cutaneous lesions are secondary manifesta- 
tions due to photosensitiveness. No examinations were made for porphyrins in 


the case reported. Rattner, Chicago. 


Ascaris ExTRACTS AND CUTANEOUS REACTION. W. ScHONFELD, Arch. f. Dermat. 
u. Syph. 175:54, 1937. ; 


Hypersensitiveness of human skin to extracts of porcine and of human Ascaris 
manifests itself as a wheal (immediate reaction) and as various lesions (late 
reaction), among them erythema migrans. The reactions are partially allergic 
and partially toxic. Repeated intracutaneous injection sensitizes the skin and 
results in anaphylactic shock (generalized urticaria or an attack of asthma) in 
15 per cent of cases. During the first hours of the shock the eosinophils of the 
peripheral blood rise to as high as 23 per cent. The reaction is a group reaction 
for Ascaris, Oxyuris and Trichocephalus and persists long after the patient is free 
from worms. In children a strongly positive immediate reaction to Ascaris should 
always cast suspicion on worms, even though no eggs are found in the stools. 


EtIoLocy oF XANTHOMA TUBEROSUM. ALBERT WIEDMANN, Arch. f. Dermat. u. 
Syph. 175:71, 1937. 


A man aged 43 presented small lesions of xanthoma tuberosum multiplex on 
the buttocks, the knees and the elbows. The blood showed 2 per cent total fats. 
The total cholesterol was 411 mg. per hundred cubic centimeters, the cholesterol 
esters 202 mg. and the lecithin 278 mg. The skin showed 1.83 per cent total fat 
in normal skin and 1.98 per cent in lesions. There were 220 mg. of cholesterol per 
hundred cubic centimeters in normal skin and 835 mg. in a xanthoma lesion. Func- 
tional studies of the pancreas and the liver showed no abnormality. Since vita- 
min A has been shown to be necessary for the formation of fat from carbohydrates 
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or fatty acids, its amount in the blood was determined to be 150 Lovibond units 
(normal, 1.4 Lovibond units). The vitamin A content decreased as the tumors 
healed. The author believes hepatic damage is responsible for xanthoma. 


CONTRIBUTIONS TO HEPATIC METABOLISM IN EXPERIMENTAL DERMATITIS. V. 
LuntraTscHEK, Arch. f. Dermat. u. Syph. 175:78, 1937. 


The author determined the amounts of glycogen and of total, of reduced and 
of oxidized glutathione in control guinea pigs and in those painted on the side 
of the shaved abdomen. The dermatitis reached the height of its intensity in five 
days. Values for glutathione increased, and those for glycogen decreased, the 
degree paralleling the intensity of the dermatitis. The changes are interpreted 
as a result either of absorption of toxic albuminous products or of irritation of 
the sympathetic nerves by the inflammation. 


PSEUDOSCLERODERMA IN COURSE OF ACRODERMATITIS CHRONICA ATROPHICANS: 
Its PLace AMONG SCLERODERMAS. WILHELM RicuHTerR, Arch. f. Dermat. u. 
Syph. 175:123, 1937. 

A man aged 38 presented acrodermatitis chronica atrophicans, associated with 
linear scleroderma of the upper part of the arm and pseudoscleroderma of the 
forearm. Studies with the capillary microscope showed changes in the area of 
pseudoscleroderma after intracutaneous and subcutaneous injection of epinephrine, 
pilocarpine and atropine; there were no changes in the area of linear scleroderma. 
Pseudoscleroderma appears at the typical infiltrative stage of acrodermatitis 
chronica atrophicans and not after atrophy appears. The author believes that in 
cases of acrodermatitis the elastic tissue is involved, while in cases of scleroderma 
it is the connective tissue. He attributes both conditions to thyrotoxicosis. 


GERMANIN THERAPY WITH SPECIAL CONSIDERATION OF PARENCHYMATOUS ORGANS. 
L. VAmos and S. Boum, Arch. f. Dermat. u. Syph. 175:174, 1937. 


The authors administered gradually increasing therapeutic doses and toxic doses 
of germanin to rats and rabbits. Only after toxic doses could albumin, hyaline 
and granular casts and some white and red blood cells be found in the urine. The 
renal medulla showed vascular dilatation and hemorrhage. The convoluted tubules 
and ascending loops showed degenerative changes. The liver was hyperemic, with 
scattered vacuolar degeneration. The lungs showed hyperemia, serous exudate and 
some leukocytes in the alveoli. The spleen showed increased pulp cells, filled with 
granules. A patient with fatal pemphigus who had received germanin showed 
parenchymatous degeneration of the convoluted tubules and the ascending loops, 
hyperemia of the glomeruli and marked change of Bowman’s capsule. The diag- 
nosis was nephrosis and subacute glomerulonephritis. The authors believe that 
patients with pemphigus may be especially susceptible to the drug. They attribute 
the therapeutic action of the drug to an increase in the function of the reticulo- 
endothelial system (spleen), but the toxic action is on the parenchymatous organs. 
Berggreen has demonstrated the increased urinary excretion of water and of 
chlorides, associated with a decrease in the chloride content of the blood. This 
is known to be beneficial in cases of pemphigus. Becker, Chicago. 


Hepatic FuncTION IN ARSPHENAMINE EXANTHEM. M. Morizak1, Hihu-to- 
Hitunyo 5:67 (Feb.) 1937. 


This article seems to be supplemental to that of Dr. K. Ijichi (Jap. ¥. Dermat. 
& Urol. 35:611 [June] 1934), which was abstracted in the Arcuives (ARcH. 
Dermat. & SypH. 31:713 [May] 1935). The methods and considerations in 
determining the presence or absence of disturbance of hepatic function are in the 
main the same. In the 5 cases of severe arsphenamine eruption which form the 
basis for this report, although the sugar tolerance was not much affected, the 
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presence of considerable amounts of urobilin and particularly of urobilinogen speaks, 
in the author’s opinion, for a disturbance of hepatic function in every one of the 
patients. Patch tests with arsphenamine compounds were not markedly positive 
in any case but, where present at all, showed differences apparently dependent on 
the various combinations with the arsenobenzene radical. This leads to the belief 
that the allergic response depends on the entire molecule rather than on the 
arsenobenzene component alone. 


LicHEeN Nitipus. S. Minami and S. Yosipa, Hihu-to-Hitunyo 5:75 (Feb.) 1937. 


In a student aged 19 years there was an extensive eruption involving the eye- 
lids and surrounding the nose and the mouth—having indeed, much the same 
distribution as lupus miliaris disseminatus faciei. There was a suggestion of 
caseation histologically. The surface sheen, the absence of micro-abscesses and 
the healed scars led to a diagnosis of lichen nitidus of atypical localization. 

An obliterated vein in the deeper part of the skin and a neighboring cellular 
infiltration identical with the main focus in the upper layers of the skin and in 
continuance with it (epithelioid infiltration, surrounded by a zone of lymphocytes 
and a few Langhans giant cells) led the authors to believe that the pathogenic 
agent may have been carried to the area of the papule, there produced thrombo- 
phlebitis and then passed into the surrounding tissues and continued toward the 
surface. 

Tubercle bacilli were not demonstrated (no inoculations of animals were per- 
formed). The Pirquet reaction was 2 plus. Photographs accompanied the paper. 


BRENNAN, Chicago. 


Fret REACTION IN LYMPHOGRANULOMA VENEREUM. K. YAMAmMoTO, Jap. J. 
Dermat. & Urol. 41:91 (March) 1937. 


The following observations made by the author are of interest: By centrifuga- 
tion Frei antigen may be divided into two parts. The sediment obtained after 
centrifugation for one hour at 3,000 revolutions per minute shows the same strong 
antigenic activity as the original antigen, while the supernatant fluid does not 
show any activity. The sediment obtained by centrifugation at 2,000 revolutions 
is not as effective, while the supernatant fluid shows strong antigenicity. 

Filtration of the antigen through simple filter paper weakens the antigenicity 
of the filtrate, while bacterial filter removes it entirely. 

Antigenic activity is present only in that part of the antigen which is insoluble 
in alcohol. The author by means of ammonium sulfate divided the alcohol- 
insoluble part of the antigen into albumin and globulin and found that both con- 
tained antigenic properties. 

When serum from 9 patients with lymphogranuloma venereum in different 
stages was added to Frei antigen, no neutralization of the Frei reaction was 
observed. 

The author maintains that the “crossed” Frei test, carried out in cases of 
lymphogranuloma venereum with the antigen of the pus of a bubo of suspected 
lymphogranuloma venereum surpasses in value the intravenous Frei and the intra- 
glandular inoculation test. The “crossed” reaction is of help in diagnosing early 
lymphogranuloma venereum. 

In more than 50 per cent of cases, there is a positive Frei reaction within 
five weeks after the appearance of adenopathy. In a great majority of cases the 
reaction is positive only when the skin over the bubo is involved. In 4 cases 
of early lymphogranuloma venereum in which the Frei reaction was weakly posi- 
tive and 6 in which it was negative the author obtained an effective antigen from 
the pus of the buboes. 

In 4 cases of lymphogranuloma venereum in the early stage in which the 
Frei reaction is negative, the author totally extirpated the affected glands, expecting 
to suppress the development of cutaneous allergy, but the Frei reaction test 
became positive soon after the operation. 
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In 1 of 4 cases only was a positive reaction to intravenous injection obtained. 
The time of development of the positive reaction to intravenous injection coincided 
with that to percutaneous injection. It still has to be decided which cf the tests 
is more valuable. 

In 8 of 36 cases of early lymphogranuloma venereum a false positive serologic 
reaction for syphilis was obtained which disappeared spontaneously withcut anti- 
syphilitic therapy. 

Attempts at passive transference of allergy with the Frei antigen from patients 
with lymphogranuloma venereum gave negative results. Passive immunization 
with serum from patients with lymphogranuloma venereum was unsuccessful. 

After repeated inoculations of antigen a flaring up of the criginal Frei reac- 
tion was noted, which explained the possibility of activation of the focus in 
lymphogranuloma venereum. 

The author considers the Frei reaction a reliable specific indication of lympho- 
granuloma venereum, but he denies its absolute value for the diagnosis of the 
existing bubo and considers exact clinical observation of importance in the 
diagnosis. 


A Case or Pempuicus Forraceus. S. Honpa, Jap. J. Dermat. & Urecl. 41:94 
(March) 1937. 

In a case of pemphigus foliaceus the author noted diminution in the number 
of erythrocytes of the blood, marked increase in the eosinophils, increased rapidity 
of erythrocyte sedimentation, positive urcbilin and urobilinogen reactions and 
diminished elimination of chlorides in the urine. The author believes that the 
excessive use of solution of sodium chloride by the patient during ten years may 
have been a factor in the disturbance of the salt metabolism and in the patho- 
genicity of his illness. 


STATISTICAL OBSERVATION ON HERPES ZOSTER AND HERPES SIMPLEX. S. ARAKI, 
Jap. J. Dermat. & Urol. 41:97 (March) 1937. 


The author compiled histories in 380 cases of herpes observed within ten years 
in the city hospital at Ozaka, Japan. Of these, 197 were cases of herpes zoster 
and 183 of herpes simplex. The incidence of the former was about 1 per cent 
of that of all cutaneous diseases, affecting 111 men and 86 women, their ages 
varying most frequently between 11 and 24 years. Only 2 were older than 70 
and 24 younger than 10 years. The greatest incidence was in spring and the 
lowest in winter. The location most frequently affected was the left side of the 
chest, the face being next in order of frequency. 

Facial labial and progenital herpes were seen most often between the ages of 
21 and 30. Facial and genital herpes occurred most frequently in spring and labial 
herpes in winter. Broom, New York. 


Society Transactions 


LOS ANGELES DERMATOLOGICAL SOCIETY 
Tuomas W. Nisset, M.D., President 
Nov. 9, 1937 


Cartes R. Caskey, M.D., Secretary 


Granuloma Annulare. Presented by Dr. Saul S. Robinson. 


Mrs. R. W., a white woman aged 49, states that an eruption began on the dorsa 
of the hands about sixteen months ago as annular raised papular lesions varying 
in size from that of a dime to that of a palm and having clear centers. The wrists 
and the nose are now becoming involved. Examination of the gastric contents 
after administration of an alcohol test meal gave strongly positive indications of 
blood and showed no lactic acid or Boas-Oppler bacilli. There was no free hydro- 
chloric acid but a combined acidity of 15 degrees. The patient’s blood count was 
normal, and serologic tests for syphilis gave negative results. Treatment with 
unfiltered roentgen rays (five ™%4 skin unit doses) has produced no improvement. 


DISCUSSION 


Dr. H. C. L. Linpsay: I believe that the diagnosis of granuloma annulare is 
correct. One should keep in mind its imitators when making a diagnosis. Bowen's 
disease is a ringed nodular eruption which locks similar but lasts longer, although 
this eruption has persisted a considerable time. Granuloma annulare is associated 
in some way with tuberculosis, and the histologic picture exhibits a somewhat 
tuberculous structure, with areas of necrosis and classic giant cells of the Lang- 
hans type on the borders. Such necrotic areas are not observed in cases of 
Bowen’s disease. 

Dr. Saut S. Roprnson: I wonder what the members of the society think of 
gold preparations in the treatment of granuloma annulare. 

Dr. Harry P. Jacosson: I am unable to subscribe to the diagnosis of granu- 
loma annulare. The eruption consists of circinate serpiginous patches, the borders 
of which are made up of closely grouped dusky red nodules. The widespread 
character of the eruption, together with rather suggestive morphologic features, 
suggests tertiary syphilis. In spite of the negative serologic findings, I should sug- 
gest a biopsy and, in the event that that should prove inconclusive, a therapeutic 
test in the form of injections of a bismuth preparation. 

Dr. SAMUEL Ayres Jr.: I cannot see any resemblance to syphilis. I think the 
color is characteristic of granuloma annulare. The white or pink smooth surfaces, 
the shape, the size and the location of the lesions are characteristic. As far as 
treatment is concerned, I think a gold preparation would be definitely indicated, 
although I should not want to depend on that alone to cure the lesions. I think 
roentgen irradiation or freezing with solid carbon dioxide is the best means of local 
therapy. 
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Cancer en Cuirasse. Presented by Dr. Freperick Nicuots and Dr. ANKER K. 

JENSEN (by invitation). 

Mrs. E. M., a white woman aged 84, presents a palm-sized lesion on the left 
side of her chest. The breast has completely atrophied. The margins of the cir- 
cinate lesion are firm and adherent. The patient states that her trouble began 
about eight years ago, with a nodule in the left breast. It has since enlarged and 


broken down, and it bleeds easily. The left arm swells at times and becomes tender 
and painful. She has not had any treatment. A blood count showed slight anemia. 


Examination of the urine showed no abnormality, and serologic tests gave negative 
results. 
DISCUSSION 
Dr. SAMUEL Ayres Jr.: I agree with the diagnosis of cancer en cuirasse. 


Dr. Netson Paut ANpeRSON: I think that the condition is carcinoma of the 
breast, with secondary involvement of the skin and subsequent ulceration. 


Dr. Harry P. Jacosson: I fully agree with Dr. Anderson that cancer en 
cuirasse is a specific entity characterized by closely grouped neoplastic cutaneous 
nodules, with the overlying cutaneous covering presenting for the most part an 
inflammatory appearance. The picture presented by this patient is that of ulcerated 
carcinoma of the breast and not carcinoma en cuirasse. 


Plastic Repair for Burn with Radium. Presented by Dr. H. S. CAMPBELL. 


Mrs. D. D., a white woman aged 51, states that her left elbow was treated with 
radium in 1922 for a patch of psoriasis. The psoriasis disappeared, but some dis- 
coloration came into the area a few months later, and subsequently veins appeared. 
The patient states that the patch got sore and broke open in October 1936. Move- 
ment of the elbow became increasingly painful and interfered with sleep. Exami- 


nation disclosed an atrophic skin with telangiectasis over the left elbow for an area 
about 2 inches (5 cm.) in diameter. A central area approximately 114 inches in 
diameter showed shallow ulceration bound down to the underlying tissues. The 
patient was referred to Dr. William S. Kiskadden, who dissected out the affected 
area and replaced it by a full thickness skin graft. The result is excellent, the 
only evidence left being the fine triangular line of scar about the elbow. Mobility 
has been restored. 


Favus. Presented by Dr. Max J. Wo rr. 

This patient, a Jewish woman aged 27, whose father and mother came from 
Russia but who was born in this country, has an eruption which began on the 
right side of the scalp when she was about 10 years old. It has now spread over 
the entire occipital region. She has had no treatment, the excuse being that she 
was ashamed to have her scalp examined. Examination discloses numerous dis- 
crete and coalescent cup-shaped sulfur yellow crusts over the entire occipital 
region. There is a strong mousy odor. There are alopecia and atrophy. Micro- 
scopic examination of infected hairs showed numerous hyphae and spores. The 
blood count was normal, and serologic tests gave negative results. 

Histologic examination showed a marked cellular infiltration in the subpapillary 
layer, consisting chiefly of leukocytes and some plasma cells. The Gram-Weigert 
stain showed branched mycelium and débris stained bluish purple. I should like 
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some suggestions as to therapy. The-patient will not permit me to epilate with 
roentgen rays, as she has kept the trouble a secret from her husband. 


DISCUSSION 


Dr. Harry P. Jacosson: This case is interesting from the standpoint of the 
rarity of the condition in persons born and raised in this part of the country. In 
some twenty years I have observed only two such cases. The clinical picture in 
this case is characteristic. 

Regarding therapy, I shall be pleased to supply Dr. Wolff with a polyvalent 
fungous vaccine containing several strains of Achorion if he will consent to con- 
fine his therapeutic efforts in the case to the vaccine, to the exclusion of every- 
thing else. 


A Case for Diagnosis (Infection or Carcinomatous Infiltration). Pre- 
sented by Dr. C. R. HALioran. 

Miss F. McC., a white woman aged 66, had her right breast removed two 
years ago because of a lump. After this operation she had roentgen treatments. 
Six months later lesions appeared in and around the old scar. About the margins 
of the scar there are numerous plaques varying in size from that of a pea to that 
of a dollar. Many of these are somewhat linear in arrangement and resemble 
bands. Their color varies from brown to violaceous. The patient complains of 
itching and uses an antipruritic lotion. 


DISCUSSION 


Dr. L. F. X. Wituetm: I think the condition is probably a streptococcic 
infection on-a carcinomatous infiltration. 

Dr. Witt1aAm H. GoecKERMAN: I think it is erysipeloid carcinoma, which 
parades under other names. The condition is rather rare. A microscopic section 
should show cancer cells packing the lymphatic vessels. 

Dr. C. R. HaLtoran: Clinically the picture shows metastasis of cancer of the 
skin surrounding and covering the old amputation. The patient refused to have 
a histologic examination at first but later consented. This examination showed the 
aforementioned impression to be correct. 


Two Cases for Diagnosis (Sycosis Vulgaris? Lupus Erythematosus?). 
Presented by Dr. SAMUEL AYRES JR. 


Case 1—A. W., a man aged 52, came under observation on Jan. 21, 1937, 
when he presented redness and scaling under the arms and in the groins. The 
face and the arms showed a fine red eruption around the hair follicles. At present 
he shows general redness and scaling on the face and the bearded area. There is 
marked scaling over most of the top of the head. The redness extends along and 
beyond the margins of the scalp and along the temples and is continuous with 
redness which extends downward along the lateral aspects of the face in front 
of the ears, fanning out across the lower part of the face, into the chin and to 
some extent onto the front and the sides of the neck beneath the jaws. This 
eruption on the face is diffused and slightly puffy and shows fiery red spots which 
resemble lupous tubercles. There is some apple jelly color under the diascope. 
There is definite enlargement of some follicular openings, and some show a sug- 
gestion of pus formation but no elevated pustules. There are redness, scaling and 
crusting of the margins of the eyelids. The tonsils are red and somewhat cryptic; 
the antrums appear dark on transillumination. The tuberculin test showed a slight 
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reaction with a 1:1,000 dilution but none with dilutions of 1: 10,000 and 
1: 1,000,000. Intradermal tests with bacterial antigens gave the following reac- 
tions after twenty-four hours: 


Staphylococcus albus 
Staphylococcus aureus 
Streptococcus viridans 
Streptococcus haemolyticus 
Streptococcus nonhaemolyticus 
Streptococcus faecalis 
Control (Sabouraud’s ) 
Trichophytin 1: 30 
Oidiomycin 1: 100 

Monilia (our stock) 
Cryptococcus (our stock) 


Cultures from pustules yielded Staph. albus, from which a vaccine was made. 
The patient has had 15 doses of % skin unit of roentgen radiation at weekly 
intervals, a series of 10 intravenous injections of sodium gold thiosulfate, 15 intra- 
venous injections of autogenous vaccine, 6 intravenous injections of sodium thio- 
sulfate and 6 intramuscular injections of whole blood. Locally he has used wet 
dressings of alibour water (a solution of zinc and copper sulfates), an ointment of 
sulfur and salicylic acid and 1: 5,000 merthiolate ointment. There has been some 
improvement, but flare-ups have continued. 

Case 2.—A. S., a man aged 38, presents a somewhat similar eruption. Cultures 
from the pustules yielded Staph. albus, from which a vaccine was made and used. 
His other treatment has been about the same as that of the first patient and the 
results somewhat better, but there are still violaceous areas, follicular stippling 
and a few superimposed follicular pustules. 


DISCUSSION 

Dr. STANLEY CHAMBERS: The first patient when first examined presented 
classic sycosis vulgaris. He at no time presented the lesions or the elementary 
picture of lupus erythematosus. As I examined him tonight, the characteristics 
of lupus erythematosus still seemed to be lacking. 

Dr. H. C. Lirnpsay: I noticed that the second patient had an epithelioma on 
the nose in addition to the eruption. 

Dr. SAMUEL Ayres Jr.: I am sorry that there has not been a little more 
discussion of these cases. I should be inclined toward a diagnosis of sycosis 
vulgaris, and yet, as I have followed both of these cases over a considerable 
period, I have been impressed with the feeling that there is more than a local 
process. There are times when the lesions of both patients lose their pustular 
elements and become purely erythematous. Possibly one should consider an unusual 
type of lupus erythematosus. There is definite dilatation of the sebaceous orifices. 
At other times the lesions assume a pustular aspect. Both patients have blepharitis, 
and one has lesions in the axillary regions, the crotch and the scalp. 

I have not been satisfied with the diagnosis of sycosis vulgaris in the sense of 
a purely local infection in these cases. There might be a toxic condition, such 
as lupus erythematosus, which could develop follicular pustules at times and 
assume some of the characteristics of sycosis vulgaris. 


Purpuric Lichenoid Dermatitis of Gougerot and Blum. Presented by Dr. 
SAMUEL Ayres Jr. and Dr. NEtson PAuL ANDERSON. 


S. B. J., a white man aged 37, has an eruption which began about a year and 
a half ago with a small black and blue mark on the inner aspect of the right 
ankle and has gradually spread to involve the rest of the ankle and the lower part 
of the leg. The other ankle is similarly but less extensively involved. There are 
moderate varicosities, considerable brownish pigmentation throughout the involved 


Control ... 
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areas, an erythematous purpuric eruption with lichenoid papules and a few 
lichenoid papules on the glans penis. Serologic tests gave negative results. 


DISCUSSION 

Dr. C. R. HALtoran: To me this case suggested Schamberg’s disease. 

Dr. L. F. X. Wituetm: It struck me as an instance of early Kaposi's sarcoma 
rather than of Schamberg’s disease. 

Dr. Netson Paut ANpDeERSON: I should like for some one to explain just 
what Schamberg’s disease is. I think that in most of the cases of Schamberg’s 
disease which have been reported the condition belongs to the group of stasis 
dermatitis. This man has bilateral varicosities. I think the condition belongs to 
the group of purpuric lichenoid dermatitis originally described by Gougerot and 
Blum. There are several lichenoid lesions which would make one suspicious of a 
atypical lichen planus. I do not think therapy will be of much value. 

Dr. C. Russert ANDERSON: I have not seen a case in which purpuric lichenoid 
dermatitis of Gougerot and Blum was not based on varicosities. I think that 
therapy with sodium morrhuate might be of value. 


Epidermolysis Bullosa. Presented by Dr. SAMuEL Ayres Jr. 


W. B. T.; a white man aged 24, was first seen by me in May 1937, when he 
said that he had had an eruption at intervals of two years. The present attack 
is of three or four months’ duration. The patient states that all lesions begin as 
the result of trauma. There are many distended blebs on the hands and the arms, 
and the slightest pressure or trauma results in blebs. The condition became worse, 
and erythematous patches began to develop on the face from exposure to the sun 
—which suggested the possibility of some focal infection. Intradermal tests with 
bacterial antigens were made, and the patient gave a 4 plus reaction in forty-eight 
hours to Str. haemolyticus. Roentgenograms were made of the teeth, and one 
was found to be abscessed. This has been removed. Now, within six weeks after 
the extraction, the condition is 90 per cent cured. It is the first time that the 
patient has been free from active lesions. He has gained 7 pounds (3 Kg.). The 
case brings up a point in the etiology of epidermolysis bullosa. The condition 
apparently has cleared as a result of the removal of the abscessed tooth, a pro- 
cedure which was suggested by the positive reaction to an intradermal test. 
According to the patient, his brother had the same condition for several years, 
but it cleared. The treatment which the brother received and whether he actually 
had the same disease are not known. 

DISCUSSION 

Dr. Saut S. Rosrnson: I agree with the diagnosis. The condition is possibly 
familial, as the brother had a similar history. 

Dr. C. R. HAttoran: I should not be too enthusiastic about the outcome this 
early. A surgical procedure may easily produce a temporary improvement. 

Dr. SAMUEL Ayres Jr.: As I said before, it is too early to form an opinion. 


It has been six weeks since the extraction, and the man has gained 7 pounds 
(3 Kg.). It is the first time in two years that he has been free from lesions. 


Tuomas W. Nisset, M.D., Chairman 
Dec. 14, 1937 
R. Caskey, M.D., Secretary 


Vitiligo, with Areas of Pigmentation. Presented by Dr. FrepericK NICHOLS. 


R. M., a boy aged 6 years, was referred in April 1937 because of depigmented 
areas on the face. His mother stated that he had had chickenpox in January and 
that the loss of pigment began a few weeks afterward. At his first visit there was 
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extensive depigmentation across the forehead, extending into the scalp and down 
to the eyebrows. There was depigmentation of the eyelids and of spots in front 
of the ears and on the neck. At this time there were no spots on the body, but 
areas appeared on the trunk during the following month. The patient was brought 
to the presenter again in October, at which time noticeable repigmentation had 
taken place on the forehead and the face. There was no change in the condition 
of the body. There had been no therapy except exposure to the sun. The 
accompanying photograph, taken in March, shows fairly well the extensive depig- 
mentation on the forehead. 
DISCUSSION 


Dr. H. C. L. Linpsay: Vitiligo improves sometimes without any therapy. 
Sometimes the condition can be improved or cured, especially in children, with 
the solution of gold tribromide Dr. Noxon Toomey recommended for psoriasis 
(Urol. & Cutan. Rev. 31:747 [Dec.] 1927). } used this mixture in the treatment 
of vitiligo and was able to take lesions from a child’s eyelids nicely. I published 
my result in 1932 (Urol. & Cutan. Rev. 36:659 [Oct.] 1932). 

Dr. M. H. Cohen, of York, Pa., in 1933 had the picture of a Negro in whom he 
had cured vitiligo with sodium gold thiosulfate (ArcH. Dermat. & SypH. 28:215 
[Aug.] 1933). In 1934 Dr. Norman Burgess of Bristol, England, reported a case 
of vitiligo in which he used sodium gold thiosulfate with spectacular results (Suc- 
cessful Treatment of Vitiligo, with Report of a Case, Brit. J. Dermat. 46:313 
[July] 1934). 

Dr. H. S. CampseLtt: While in the majority of cases vitiligo progresses to a 
certain point and thereafter tends to remain stationary, it cannot be gainsaid that 
occasionally spontaneous cure occurs. Under these circumstances it does not seem 
logical to assume that any agent cures the condition. The last two patients with 
the disease whom I had under observation were the sons of a physician. Both 
were “cured” by the nurse, who massaged the areas daily with olive oil. 


A Case for Diagnosis (Ulcerated Tuberculid? Sarcoid?). Presented by 


Dr. H. C. L. Lrnpsay. 

C. C., a white woman aged 57, in 1933 had two dime-sized bluish indurated 
lesions on the back. These were excised and a histologic examination made. No 
diagnosis other than that of nonspecific inflammation was made. In 1934 a small 
abscess appeared on the back, which remained for nine months. This quickly 
healed after roentgen therapy. In October 1937 a new lesion appeared on the 
back. Microscopic examination of the excised tissue was not conclusive. The 
patient was hospitalized and the area cauterized. The spot healed over but later 
broke down. A guinea pig was inoculated with material from this last lesion 
put did not show evidence of tuberculosis. The patient’s serologic reaction was 
reported to be negative. A tuberculin test gave strongly positive results. The 
scar on the arm is due to an operation in 1898. She was told that the bone was 
curetted for tuberculosis. 

DISCUSSION 

Dr. WiLtLt1AM H. GoECcKERMAN: At present I think it is difficult to give any 
clinical opinion. The laboratory studies made so far contribute nothing to the 
diagnosis. I do not think the condition should be called sarcoid. After all, the 
term, while a poor one, should be used for a certain clinical syndrome, as most 
of the better textbooks use it. While the term includes a great variety of pictures, 
they fit pretty well into a given syndrome if one analyzes them critically. Sarcoid 
is entirely out of the question, in my opinion. On the other hand, I agree that 
this may be a tuberculous process. Whether one could call it scrofuloderma I 
am not sure. Thorough investigation might show the organism. After all, 
negative results of one inoculation of a guinea pig do not exclude tuberculosis of 
this type. 

Dr. STANLEY CHAMBERS: Having examined this lesion carefully and with the 
advantage of historical evidence, I am of the opinion that the condition is an 
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epithelioma. The pigmented halo I construe as the effect of roentgen irradiation, 
without a specific bearing on the lesion. It would seem possible that the original 
lesion was a superficial epithelioma. Irradiation was followed by apparent healing 
and later relapse. A more active malignant lesion has now resulted. It is difficult 
to consider cutaneous tuberculosis, and scrofuloderma is certainly impossible. 

Dr. CHARLES R. CasKEY: My diagnosis is epithelioma. One should not form 
too set an opinion on what is seen in one small section. Syphilis should be ruled 
out. 

Dr. H. C. L. Linpsay: This patient had several sarcoid lesions on other parts 
of the body, and the areas healed after the lesions were removed. I believe the 
present lesion is tuberculous. One has to consider the possibility of tertiary 
syphilis associated with a negative Wassermann reaction. The history of previous 
generalized lesions is suggestive of syphilis. Another thing to consider is bromo- 
derma. The patient has been taking bromides for epilepsy for a long time and 
states that she has had a drug rash on two previous occasions. 


Keratoderma Blennorrhagicum. Presented by Dr. STANLEY CHAMBERS, Dr. 
STANLEY ANDERSON and Dr. M. Norris ROosENBERG. 


C. B. G., a white man aged 25, states that acute specific urethritis developed 
three months ago and was followed soon thereafter by generalized arthritis. He 
was hospitalized and given 5 grains (0.32 Gm.) of sulfanilamide every four hours 
for ten days. This had no effect on the urethritis or the arthritis, and keratotic 
crusted lesions developed on the right ear, the right knee and both soles. When 
the crust was removed, an eroded moist surface remained. After coming under 
our care the patient was given 90 grains (5.82 Gm.) of sulfanilamide a day for 
three days and 40 grains (2.59 Gm.) for three days thereafter. During the same 
period he was given typhoid vaccine intravenously every third day for four doses. 
The arthritis has improved about 75 per cent; the urethral discharge has stopped, 
and the lesions are clearing. 

DISCUSSION 

Dr. H. C. L. Ltnpsay: Recently I had a patient who had what looked like 
typical gonorrheal arthritis associated with multiple keratoses. The history was 
irrelevant, and precipitation tests for gonorrhea gave negative results. There 
was improvement under treatment with sulfanilamide, but the medication had to 
be discontinued because the patient proved sensitive to the drug. 

Dr. KENDAL Frost: The picture is typical for the diagnosis presented. 

Dr. STANLEY CHAMBERS: ‘This patient was not presented to show the cuta- 
neous lesions of this disease, with which all the members are familiar, but to 
record the effects of sulfanilamide in its clearance. 


Xanthoma Diabeticorum. Presented by Dr. STANLEY CHAMBERS, Dr. STAN- 
LEY ANDERSON and Dr. M. Norris ROSENBERG. 


G. W., a white man aged 40, consulted a physician in February 1937 and was 
told he had diabetes. His cutaneous lesions did not begin to appear until Sep- 
tember, when they appeared on the knees and shortly thereafter on the elbows, 
the legs, the buttocks, the hands and the feet. They are yellowish semitranslu- 
cent nodules of various sizes. The sugar content of the blood was 253 mg. and 
the cholesterol content 810 mg. per hundred cubic centimeters. Serologic exami- 
nation gave negative results. The histologic section showed an accumulation of 
foam cells between the bundles of connective tissue. Under dietary supervision 
and insulin treatment the eruption has gradually improved. 


DISCUSSION 

Dr. C. R. HAttoran: This condition is not xanthoma diabeticorum. It is 

psoriasis. The fact that the patient has diabetes does not make the lesions those 
of xanthoma diabeticorum. 
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Dr. H. S. CamMppett: One lesion was nodular with a slightly crusted summit 
and had a distinct yellowish cast to it. I saw no scales and could not possibly 
remove any. I cannot see how the diagnosis of psoriasis can be maintained in 
this instance. 

Dr. Witt1am H. GoEcKERMAN: If sections were taken which showed a 
characteristic picture of xanthoma diabeticorum, it is possible that they were 
taken from lesions which have now largely disappeared. I have observed pos- 
sibly 100 cases of xanthoma, and if I can trust my eyes, these lesions are not 
those of xanthoma diabeticorum. 

Dr. STANLEY CHAMBERS: In presenting this patient we wished to emphasize 
the difference both clinically and histologically between this type of xanthoma 
and xanthoma tuberosum multiplex. The histologic changes offer an explanation 
for what may be seen clinically. The diabetic type is usually an acute process 
with mild inflammatory changes in the cutaneous lesions. These changes, unlike 
those of the tuberous variety, result in secondary features which alter the clinical 
aspects. Scaling and mild erythema must be secondary features in proportion to 
the inflammatory changes and the more prominent secondary clinical features. 
Both types of xanthoma have a common mechanism: the phagocytosis of choles- 
terol or related fractions by epithelioid cells. If this process is rapid, the histologic 
changes are different from those which occur when the process is exceedingly 
slow. Changes in cells naturally vary. A constant cellular change, however, 
is that of the epithelioid cell, which phagocytoses the cholesterol or its fractions 
and produces what has been termed the foam cell. This cell is characteristic and 
readily identified. It is unlike the lepra cell, which produces its imitative effects 
by the disintegration of bacteria within a cell. Stains for fat readily differentiate 
the two types. It is easily appreciated why this type of xanthoma as an espe- 
cially acute process could so alter the clinical features as to render diagnosis 
difficult. 

Lesions on the knees and the elbows will be removed for biopsy, as has been 
suggested, and stains for fat will be applied. 

Dr. CHartes R. Caskey: I agree with the diagnosis of xanthoma diabeti- 
corum, I think the laboratory tests show this. The cholesterol content is high, 
which is a positive finding. The lesions were much more yellowish at one time. 
The patient has perhaps modified the appearance of the lesions by picking them. 


Two Cases of Dermatophytosis (Epidermophyton Rubrum). Presented by 
Dr. SAMUEL AyRES JR. 

Case 1.—R. Z., a white man aged 23, states that an infection began on the 
right index finger one and one-half years ago and has gradually spread to the 
rest of the hand and to both feet. The right hand, front and back, is diffusely 
red and shows fine white scaling. Both feet, especially the soles and the sides, 
show a similar condition. All toe nails and finger nails of the right hand show 
dystrophy, thickening and crumbling, especially along the distal portions. The 
left hand is entirely normal. 

Case 2.—J. N., a white man aged 19, has a condition almost identical with 
that of the first patient, except that his left hand is the one infected. Scales 
from both patients showed mycelia is: potassium hydroxide preparations, and the 
same organism, Epidermophyton rubrum (Trichophyton purpureum) was cultured. 
The second patient has white patches on the tongue from which the same organ- 
ism was recovered. In both cases the condition has been resistant to all forms 
of therapy, including application of double strength compound ointment of benzoic 
acid and of Castellani’s carbolfuchsin dye, administration of autogenous vaccine 
and fractional roentgen irradiation. 


DISCUSSION 


Dr. Saut S. Rostnson: In my opinion the condition clinically is psoriasis. 
Examination of the hands of the second patient shows the typically scaly lesions 
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found in cases of psoriasis. It may be that two conditions are present, ringworm 
infection and psoriasis. I believe that the condition of the nails and the cuta- 
neous lesions may be fitted into one diagnosis. 

Dr. C. R. HALtoran: These patients present extremely interesting and almost 
duplicate clinical pictures of psoriasis of hands and feet. In either case there is 
a secondary infection of dermatophytosis from which the fungus was cultured. 
However, the demonstration of the fungus from the webs of the toes does not 
alter the fact that the predominating lesions are not those of dermatophytosis 
but those of psoriasis of hands and feet. 

Dr. CHartes R. Caskey: I agree with the diagnosis as presented. The 
condition involves the nails, and since it involves the nails of only one hand, I 
should attribute it to an infection rather than to psoriasis. However, it is my 
opinion that psoriasis is an infection. 

Dr. Witt1Am H. GoeckerMAN: I should like to vote for the diagnosis of 
psoriasis. Whether there is an element of trichophytosis I cannot say. I think 
the disturbance of the nails is due to dystrophy rather than to an undermining 
process. It is interesting to observe 2 cases of this type. The clinical picture is 
characteristic, and I should call the condition psoriasis. 


Dr. Netson Paut ANDERSON: I think that both Drs. Nisbet and Foster 
were present in Atlantic City, N. J., when Dr. George Lewis, of New York, 
presented an extremely interesting exhibit of infections due to T. purpureum. 
One of the characteristics of such infections is that only one hand is involved. 
Why that is true has not yet been determined. This erythematous, scaly eruption 
which is not unlike psoriasis appears. In practically all cases the feet are 
involved, and there are other lesions on the body. I shall say nothing of the 
clinical aspect in these 2 cases. I have observed them several times. One 
extremely interesting finding that Dr. Lewis has brought out is that these patients 
react negatively to intradermal tests with trichophytin. This negative reaction 
occurs both to stock and to autogenous trichophytin. Dr. Lewis has some 50 
cases in his series at the present time. The condition is extremely resistant to 
therapy, and in several of his cases treatment for three years has not effected 
cure. I am afraid that those who believe this condition is psoriasis are going 
to have to change their diagnosis. 

Dr. SamueL Ayres Jr.: I thought it would be interesting to see these 2 
patients together. They both happen to be Armenians. They both have lesions 
involving both feet, all the nails and only one hand, the right in 1 case and the 
left in the other. One of these patients, in addition to the involvement of the 
hand and the feet, has extensive lesions on the tongue which have been present 
for many years. The lesions on the tongue suggest Monilia, but T. purpureum 
(E. rubrum) was observed on both microscopic examination and culture. 

When a scaly specimen was picked off, it was found to be packed with myce- 
lium. The condition, as Dr. Anderson mentioned, is certainly rebellious to therapy. 
It would be most unusual to have psoriasis resist roentgen irradiation in this 
fashion. I do not see any resemblance to psoriasis in these lesions. The man 
who had lesions on the tongue also had lesions on the trunk. Those apparently 
have responded. 


Tuberculosis Cutis. Presented by Dr. F. I. Batt. 


V. T., a Negress aged 24, states that an eruption began about one year ago 
as boil-like lesions on the face. Some of the larger ones have discharged at 
times. At present a number of purplish nodules, irregular in shape and size, are 
scattered over the face, the scalp and the arms. The Wassermann reaction was 
negative, and nasal smears showed no Hansen bacilli. The histologic examina- 
tion did not show evidence of tuberculosis. There is no history of tuberculosis 
in the family, and physical examination did not show any signs of this disease. 
The left eye became painful and “clouded over” after the appearance of the first 
cutaneous lesions. 
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DISCUSSION 


Dr. A. F. Hatt Jr. (by invitation): I thought it was interesting that the 
interstitial keratitis came on after the onset of the eruption. It bothered her, 
she said, for about three weeks and then calmed down without treatment. I 
thought the condition was multiple sarcoid from the clinical and the microscopic 
appearance, but in the face of the rest of the history, I am of the opinion that it 
is a hematogenous type of tuberculosis cutis. 

Dr. Paut D. Foster: I thought it was a sarcoid of the Boeck type. I do 
not know under what type of cutaneous tuberculosis this could be classified except 
sarcoid. Sarcoid may or may not be tuberculous. 

Dr. SAMUEL Ayres Jr.: I think this condition is identical with that described 
by Drs. David Bloom and H. U. Mendelsohn (Cutaneous Tuberculosis in the 
Negro: A Clinical Entity, ArcH. Dermat. & SypuH. 36:937 [Nov.] 1937). It 
is tuberculosis cutis in a Negro. Bloom and Mendelsohn described 3 or 4 cases 
and stated that the condition constitutes a clinical entity found in the Negro and 
is typical of neither sarcoid nor lupus. 

Dr. F. I. Batt: I believe this case is an instance of tuberculosis cutis in 
the Negro of such a clinical form as to be difficult to classify beyond the state- 
ment that it is hematogenous. An interesting feature of this case is the interstitial 
keratitis of the left eye. 


Tuomas W. Nisset, M.D., Chairman 
Jan. 11, 1938 


Cuartes R. Caskey, M.D., Secretary 


A Case for Diagnosis (Tuberculous Ulcer of the Leg?). Presented by 

Dr. Juttus R. ScHOLTz. 

J. B., a boy aged 16, presents a lesion on the leg which began as a small 
pustule and was incised. It then spread and now is a palm-sized oval ulcer. 
The edges are soft and undermined. The entire lesion shows soft heaped-up 
granulation tissue, with a glairy surface exuding a slight serosanguineous dis- 
charge. Histologic examination showed a chronic granuloma with a moderate 
fibroblastic reaction. There were circumscribed foci of round cell infiltration 
but no giant cells. A small number of plasma cells were present. The histologic 
diagnosis was chronic granuloma, consistent with tuberculosis. Serologic exami- 
nation gave negative results. 

DISCUSSION 

Dr. C. R. HALLoRAN: The clinical picture is that of iododerma or bromoderma. 
I learned from the patient’s father that the mother had goiter and that her physician 
prescribed iodized salt. For several years past iodized salt has been used for 
the seasoning of foods for the entire family. 

Dr. STANLEY CHAMBERS: I doubt if one is justified in coming to any con- 
clusion clinically about such a nondescript ulceration. Laboratory studies would 
seem to be in order. 

Dr. Harry P. JAcosson: While I do not wish to go on record as saying that 
the lesion is an expression of iodism, it could well be that. Only further study 
and observation will establish or eliminate iodine as the causative agent. 

Dr. Witt1amM H. GoecKERMAN: I observed a case in which the condition was 
definitely proved to be due to the use of iodized salt; the diagnosis is not proved 
in this case. An examination of the urine for iodides is desirable. After all, 
in a case of this kind not the amount of iodides ingested but the sensitiveness of 


the patient is the question. 
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Dr. H. S. CampsBeLtt: One might justifiably hesitate to accept the histologic 
diagnosis for a granulating ulceration situated away from the mucous orifices of 
the body in the absence of any other evidence of tuberculosis. I am inclined to 
think the condition is a pyogenic ulceration. 

Dr. Juttus R. Scuortz: The evidence at hand is not sufficient to justify 
a positive diagnosis, but there are a number of facts which deserve consideration. 
As has been brought out in the discussion, the history of ingestion of iodine is 
of significance, although clinically one would expect a greater epidermal prolifera- 
tion than this lesion presents. The histologic features are important here. The 
cellular infiltrate consists almost entirely of monocytes, and this would militate 
against a pyogenic infection, although clinically this diagnosis is strongly suggested. 
The slide was reviewed by Dr. Emil Bogen, pathologist at Olive View Sana- 
torium, Olive View, Calif. He noted the moderate fibroblastic reaction, the 
circumscribed nodules of epithelioid cells and the predominance of mononuclear 
leukocytes and expressed the opinion that tuberculosis was probably the cause. 
Acid-fast organisms were not demonstrated, but a guinea pig has been inoculated, 
and results of this will be reported on later. 


A Case for Diagnosis (Mycosis Fungoides?). Presented by Dr. Kenna 
Frost and Dr. C. R. ANDERSON. 


F. D. B., a white man aged 41, is presented through the courtesy of Dr. G. D. 
Stilson, of Long Beach, Calif. He is well nourished and in general good health 
and presents numerous papules of varying sizes on the face, the arms, the trunk 
and the thighs. The larger lesions show elevated margins and central brown 
specks. The largest lesion, about 10 cm. in diameter, shows a bluish red elevated 
margin with a smooth atrophic center. He does not complain of much itching. 
The application of fractional doses of roentgen radiation resulted in temporary 
improvement of treated lesions. New lesious appear from time to time. The 
blood count was normal except for eosinophilia, there being 4 per cent eosinophils. 
One pathologist expressed his opinion that the histologic changes were those of 
Paget’s disease, while another reported chronic inflammation of the skin. 


DISCUSSION 


Dr. Witt1aM H. GoeECKERMAN: | think the case is another one of the 
transitional type, which always offers a problem in diagnosis. At first glance 
I should favor a diagnosis of mycosis fungoides; yet there are lesions which 
ordinarily are not seen in cases of mycosis fungoides. The cellular changes favor 
that diagnosis, but a final opinion can probably be rendered only after observation. 
The fact that two pathologists expressed different opinions need not cause surprise. 
I see no reason why pagetoid cellular changes should not occasionally be seen 
in cases of mycosis fungoides. In my opinion, this case supports the belief that 
all the conditions of the so-called lymphoblastoma group have the same _ back- 
ground but differ clinically and in cellular structure. The same phenomenon 
is seen in cases of tuberculosis, syphilis, leprosy and pyogenic infection. I certainly 
do not feel that I can make a final diagnosis now, but if I were to give the con- 
dition a name, it would be mycosis iungoides. 

Dr. Harry P. Jacosson: I should be unwilling, in the light of the meager evi- 
dence presented tonight, to label this mycosis fungoides. I believe that the pre- 
senter’s diagnosis will not stand up—not because of the suggestive microscopic 
picture, but because of the clinical history, the lack of pruritus, the evolution of 
the lesions and the general robust condition of the patient. Even though one were 
justified in suspecting mycosis fungoides, one would certainly not be justified in 
telling the patient that he is suffering from that clinical entity. The cutaneous 
lesions consist of variously sized circinate and serpiginous patches, associated 
with a good deal of scaling, especially on the upper part of the chest. The history 
is that these patches were preceded by a good deal of dryness and scaling on parts 
of the skin, the chest especially, for about two years. 
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I have a patient under observation and treatment at this time who was referred 
because of an extensive eruption of circinate patches made up for the most part 
of nodules and infiltrated plaques and involving the right upper extremity and 
the left side of the face and forehead. A dry scaly eruption of many years’ dura- 
tion, without any inflammatory reaction, involved the entire trunk and the lower 
extremities. A good deal of roentgen therapy to the lesions on the right upper 
extremity had produced no response. Study of this case finally resulted in the 
finding of Epidermophyten rubrum in the scales of the infiltrated circinate lesions, 
as well as in those of the dry scaly patches on the trunk. The response to fungous 
vaccine in this particular case has been satisfactory. In the light of this experi- 
ence, I should be inclined to give the patient presented here the benefit of the 
doubt and consider his condition as of fungous origin unless it is definitely proved 
otherwise. 

Dr. Paut D. Foster: Oie of the unusual features of this case is the absence 
of itching. Pruritus is characteristic of mycosis fungoides, although the degree 
of itching depends on the patient’s mental attitude. I think it would be of interest 
to see this patient in six months and, if possible, to have another biopsy. 


Dr. H. S. Camppett: The matter of informing the patient or his immediate 
family concerning the gravity of his condition can well be left to the judgment 
of the physician in charge. What the members are primarily concerned with 
is the scientific analysis of a given case, in order to arrive at a diagnosis, if 
possible. Opinions, therefore, should be voiced, irrespective of and uninfluenced 
by any individual considerations. It is true that histologic observations may some- 
times be misleading, chronic ulcerations and blastomycosis being frequently confused 
with epithelioma, and in cases of these conditions errors are sometimes permissible ; 
but in the present instance no fungous infection is compatible with the poly- 
morphous nature of the cellular infiltrate found in the corium. I believe the 
condition to be mycosis fungoides. 


NEW YORK DERMATOLOGICAL SOCIETY 
Evcene F. Traus, M.D., President 
Nov. 23, 1937 


Frank C. Compes, M.D., Secretary 


A Case for Diagnosis (Pemphigus Vulgaris?). Presented by Dr. Frank C. 
CoMBES. 

A. P., a woman aged 53, a native of Norway, was reared on a farm where 
there was always an abundance of good food. Her menopause occurred suddenly 
about three months ago. Shortly thereafter her skin began to itch, and bullae 
developed and rapidly spread over her entire body. At present the eruption 
consists of numerous ruptured bullae, many of them arising from apparently normal 
skin. There is little itching, and no objective signs of scratching are noted. There 
are some burning and pain, particularly where the calamine lotion is “caked.” 
At no time has she had any lesions of the buccal mucosa, although there have 
been two lesions on her face. The Nikolsky sign is absent. The urine is normal. 
The Wassermann reaction is negative. Her blood count showed moderate 
secondary anemia, with 11 per cent eosinophils. Smears from the bullae showed 
only a few disintegrated leukocytes. She has lost 15 pounds (6.8 Kg.). 


DISCUSSION 


Dr. Epwarp R. MAtoney: I agree with the diagnosis as presented. 
Dr. H. H. Wuirenouse: I think this picture conforms more to that of 
pemphigus than of anything else, although the Nikolsky sign is absent and she 
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has no lesions in the mouth. However, I think she has frank bullae on the back, 
without any erythema and arising out of a normal skin. In spite of the absence 
of oral lesions and of the Nikolsky sign, I favor the diagnosis of pemphigus 
vulgaris. 

Dr. Paut E. Becuer: I agree with the diagnosis as presented, but I disagree 
with the stress laid on the pathognomonic character of Nikolsky’s sign. I do 
not believe it has much diagnostic value. I recall a case at the New York 
Post-Graduate Medical School and Hospital in which a girl of 16 presented all 
the classic symptoms of typical pemphigus vulgaris. She had a typical Nikolsky 
sign, yet two weeks later erythema multiforme developed and she was entirely 
well within two weeks. 

Dr. Frep Wise: The clinical appearance of this eruption corresponds to 
pemphigus vulgaris, but I always have some mental reservations in a case of this 
kind. This woman has no lesions of the mucous membranes. She is apparently 
in fairly good health. I believe the important point is that in cases of this kind 
a proper diagnosis cannot be made without long-continued observation and that 
histologic examination is useless and the Pels-Macht test is of little value in a 
case of this type. This patient might have severe Duhring’s disease instead of 
pemphigus, even without itching. The wife of one of the members of another 
local dermatologic society has typical Duhring’s disease, and when she has a 
severe attack her eruption looks worse than this patient’s. She is in good health 
between the attacks, and the eruption disappears spontaneously. 

Dr. R. H. Ruttson: I believe that the diagnosis offered is the most probable 
one. 

Dr. J. FRANK FRASER: Supplementing the remarks of Dr. Wise, I wish to 
point out that the race of this patient and the absence of pemphigoid features 
on the face are further points in support of the view that the condition is not 
pemphigus. Nevertheless, the present picture looks more like pemphigus than 
any other condition. 

Dr. Epwarp R. MALoney: As I understand it, the diagnosis presented is 
pemphigus with a question mark. That is the diagnosis with which I agreed. 
This is not presented as a case of pemphigus. 

Dr. Eucene F. Traus: This patient appears to be a sick woman. The case 
shows how divergent opinions result when a number of physicians look at a patient 
for only a few minutes. Her respiration is noisy, and although, as she said, 
she may have caught a cold, that manifestation may indicate the beginning of 
lesions of the nasal mucosa. She has suffered a marked loss of weight, and for 
all the above reasons I favor the diagnosis of pemphigus. 

Dr. Howarp Fox: I think it is impossible to make more than a tentative 
diagnosis at the present time. This woman shows some of the features of 
pemphigus, while others are absent. In the last few years I have seen a good 
deal of pemphigus and have become more and more conservative in my diagnosis 
of that condition. I recently saw an American-born woman with a bullous eruption 
who had lost no weight, showed no lesions of the mouth and presented objective 
signs of moderate itching. I hesitated to make a diagnosis of pemphigus but must 
do so now, as she recently died, apparently of this disease. I dislike the cynical 
attitude of calling the eruption pemphigus only if the patient dies. I agree with 
Dr. Bechet that the Nikolsky sign is of limited value and usually occurs in the 
later stage, when the diagnosis is evident. I am inclined to think this patient 
has pemphigus vulgaris. 

Dr. Frank C, Compes: When I first saw this patient, I made the diagnosis 
of dermatitis herpetiformis. She looked much as she does tonight, covered with 
calamine lotion, and had a great deal of itching. I prescribed sulfur baths and 
got rid of the crusting and itching. Then bullae developed. She had so many 
bullae it was impossible to put a hand on her without touching one. They varied 
in size up to that of a duck’s egg. Some were hemorrhagic, with no surrounding 
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erythema or papules. The eruption was a little better at times, but large bullae 
would frequently develop within a few hours. I treated her with the equivalent 
of 100 Gm. of liver extract three times a week by intramuscular injection and with 
calcium chloride intravenously. There was practically no improvement. Recently 
she resumed the application of calamine lotion, and for that reason she does not 
present the picture of pemphigus today that I expected. She has become progres- 
sively weaker within the last few months. The Nikolsky sign is simply evidence 
of acantholysis, and it may occur with practically any bulious eruption. 


Necrobiosis Lipoidica Diabeticorum. Presented by Dr. Howarp Fox. 


H. C., a saleswoman aged 19, first noticed an eruption on her legs eight years 
ago. All the lesions appeared within a month and have slowly enlarged up to 
the present. The greater part of the eruption is situated on the anterior and the 
lateral aspect of the legs. There are nine lesions on the right leg, six lesions 
on the left leg and one on the lower right quadrant of the abdomen. Some of the 
lesions on the legs tend to coalesce. All of them are of the same type, being round 
or oval, sharply defined, yellowish in the center and stippled with reddish dots. 
The borders are somewhat violaceous. A moderate amount of telangiectasia is 
present. On palpation the lesions feel rather firm. There is no scaling or evi- 
dence of itching. The patient has lost 58 pounds (26.3 Kg.) in the past four years, 
now weighing 142 pounds (64.4 Kg.). She eats heartily and complains of excessive 
thirst. Examination of the urine at the time of her first visit showed a large 
amount of sugar by both Benedict’s and Fehling’s test, and examination of the 
blood showed 232 mg. of sugar and 211 mg. of cholesterol per hundred cubic 
centimeters. The patient was given a strict diabetic diet, and five days later the 
sugar disappeared from the urine. She then returned to her home in West 
Virginia, and while she was there on one occasion the urine again showed the 
presence of sugar. She was not seen again by me until today. A biopsy per- 
formed at the time of her first visit showed changes which were considered by 
Dr. T. J. Riordan to be consistent with the diagnosis of necrobiosis lipoidica 
diabeticorum. 

DISCUSSION 


Dr. Frep Wise: The eruption appears to be typical, except that it is much 
more widespread and extensive than the ones heretofore described. I should not 
consider a diagnosis of morphea, as there is no evidence of thickening or of 
infiltration of the surface of the lesions. I agree with the diagnosis as presented. 

Dr. Paut E. Becuet: One feature of this case is the enormous amount of 
arterial dilatation. One can see the individual blood vessels running through the 
lesions, even though they can be pressed out. This seems to me unusual. Did 
Zeisler and Caro’s patient in Chicago (Zeisler, E. P., and Caro, M. R.: Necro- 
biosis Lipoidica Diabeticorum, Arc. Dermat. & Sypu. 30:797 [Dec.] 1934) 
present this same enlargement of the blood vessels? 

Dr. Frep Wise: Yes, there was the same appearance. 

Dr. J. FRANK Fraser: There is not a single feature cf morphea that can be 
seen in the microscopic picture, and although it is difficult to recognize the fatty 
substance usually found in this condition without a specific stain, the changes 
in the connective tissue cells here lead me to believe that this condition is genuine 
necrobiosis lipoidica diabeticorum. The clinical picture supports this diagnesis. 

Dr. R. H. Rutison: I agree with the diagnosis. I am particularly interested 
in the case because of the great similarity in color and surface appearance to the 
case of sarcoid of the Gougerot type which I presented at the last meeting 
(Arco. Dermat. & SypuH. 37:895 [May] 1938). However, in my case there was 
a great deal of infiltration, whereas these lesions are superficial, soft and pliable. 

Dr. Eucene F. Traus: Did Dr. Fox in his examination of the section find 
any evidence of a tuberculoid structure or anything suggesting morphea? 
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Dr. J. FRANK FRASER: Hematoxylin and eosin showed a microscopic picture 
of degeneration of the connective tissue cells. The condition usually occurs in 
diabetic patients but exceptionally may be found in nondiabetic persons. 


Dr. Eucene F. Traus: The reason for asking this question, as Dr. Fox 
may remember, is that I showed several patients before this society whom I had 
the opportunity of observing for three or four years. One of these patients was 
shown before the Atlantic Dermatological Conference and the American Dermato- 
logical Association. A great many of the members looked on these as sufferers 
from necrobiosis, despite the many occasions on which examination of the urine and 
of the blood showed no excess of sugar. In fact, both patients had relatively low 
content of sugar in the blood and perfectly normal reactions to the sugar tolerance 
test. Despite these laboratory findings, both patients, as well as another that 
has come to my mind, presented a clinical picture similar to the one seen today. 
There is little doubt, therefore, that this picture may be found in patients who 
do not have diabetes. Sections removed for microscopic study from 2 of my 
patients showed a tuberculoid structure somewhat similar to the changes seen 
in the case Dr. Rulison presented at the last meeting of this society. I am still 
uncertain as to how to classify several of my patients, but there can be absolutely 
no doubt that the case presented today is one of true necrobiosis lipoidica in a 
diabetic patient. 

Dr. FRANK C. Compes: I wonder if there have been any necropsies in any of 
these cases. Is it not possible that the high sugar content of the blood is not 
a cause but a result of the disease and that the same process is taking place in the 
pancreas as in the skin, with destruction of the Langerhans cells? Is it not 
possible in these cases of necrobiosis lipoidica in which there are only cutaneous 
manifestations and no intolerance to sugar that there is no involvement of the 
Langerhans cells? 

Dr. J. FRANK Fraser: The characteristic feature of the histologic picture 
in cases of diabetes mellitus is hyalinization of the islets of Langerhans in the 
pancreas. 

Dr. Howarp Fox: It seems unusual that this patient’s urine was not examined 
for sugar at any time during the past two years, in view of the fact that she con- 
sulted numerous physicians and exhibited symptoms strongly suggestive of diabetes. 


Extensive Alopecia Areata: Results of Treatment. Presented by Dr. Pau 
E. BEcHET. 

J. S., a man aged 36, was first seen on June 14, 1937. At that time there were 
six or seven bald areas on his scalp, the smaller ones measuring from 3 to 5 cm. 
and the largest cne about 8 cm. They had been present for four years. From 
June 16 to Sept. 15, 1937, he received twelve severe erythema doses of ultraviolet 
rays at intervals of one week, with no apparent benefit. Since September 15 I 
have applied 95 per cent phenol without neutralization with alcohol, painting differ- 
ent areas once every two weeks. Each spot, therefore, has been painted approx- 
imately five times with phenol. The hair began to grow almost immediately, 
and all the spots are rapidly being covered with hair of normal texture and color. 
Two spots are completely covered by a growth of hair just as thick as the adjacent 
unaffected areas. No evidence of focal infection could be elicited. The man is 
a dentist and keeps his teeth in the best of condition. He is presented to show 
the superiority of phenol over ultraviolet rays. 


DISCUSSION 
Dr. Epwarp R. MALoney: I agree that this result is wonderful if it is due 
to the phenol. Of course, alopecia areata gets well when it gets ready to, regard- 
less of the treatment. 


Dr. JosepH J. Etter: On the scalp I have always used applications of pure 
phenol without any neutralization, and I have never seen any harm from it. On 
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the face I should think it would be difficult to use phenol. Most of the members 
use ultraviolet rays. The action is probably an irritating one, causing vasodilatation 
and stimulation. 

Dr. H. H. Wuitenouse: I think the treatment depends entirely on the cause 
of the alopecia. I do not think phenol would have much effect in cases in which 
the condition is due to nervous shock, but I do think there is efficacy in the 
treatment with ultraviolet rays. I have used phenol especially around the periphery, 
in addition to irradiation, and the patients have recovered. In other cases, in which 
the condition had a different cause, I should think it might improve with phenol 
alone. 

Dr. Frep Wise: I think Dr. Bechet probably brought about a result which 
he would not have achieved by other methods in this particular case. From what 
he says, the patient had no results from other forms of treatment and suddenly 
obtained good results with the applications of phenol. Therefore, I must say that 
in this particular instance I should credit the treatment with phenol with the 
favorable result. 

Dr. R. H. Rutison: I think Dr. Bechet should be congratulated on the fine 
result obtained. As Dr. Maloney said, I am willing to give the credit to the 
phenol if it can be proved that it did give this result. About twenty years ago 
Dr. Whitehouse told my associates and me about a woman who had had applica- 
tions of phenol, without neutralization, and the necrosis penetrated down to the 
skull with deep ulceration. This eventually healed, leaving a permanent alopecia. 
Since then I have always taught that the phenol should be neutralized. 


Dr. Howarp Fox: The results in this case were excellent, although many 
of the members have noted the return of hair after the application of pure phenol. 
Although it is difficult to estimate the value of treatment in such a capricious 
disease, I feel convinced that intensive local stimulation may hasten the regrowth 
of hair. 

Dr. Evcene F. Traus: If, as Dr. Bechet pointed out, other treatment had 
been tried in this case but the hair did not grow in until after the application of 
phenol, I see no reason why phenol cannot be credited with the result obtained. 
Personally, I do not believe it makes much difference whether the phenol is 
neutralized if the application provokes an inflammatory reaction. However, I am 
interested in cases in which hair does not grow back after any type of local 
treatment. Presumably, the reason for this is the failure to discover the cause. 
Regrowth of hair has been reported after so many different procedures that I 
wonder how much stress must be laid on coincidence. I wonder whether any 
of the members have had cases in which they believed eyestrain or retention of 
a heavy metal, especially lead, was a factor. 

Dr. Paut E. Becuet: My object was to show the relative superiority of 
phenol over ultraviolet radiation in the treatment of alopecia areata. This man 
received twelve blistering doses of ultraviolet rays on large bald areas at intervals 
of a week, with no effect; yet, after only five applications of a 95 per cent solu- 
tion of phenol, without subsequent neutralization with alcohol, two large patches 
are completely covered with hair of normal color and texture and five others 
are more than half covered. I believe that the lack of results with phenol in 
some cases might be due to the neutralization of the substance with alcohol. I 
never neutralize it and have never observed any untoward results, such as necro- 
tization or scarring. If the bald area is on the hairline of the neck or the fore- 
head, caution must be observed in the use of the acid to see that it does not 
run down on the glabrous skin, for phenol will scar when used on the face or the 
neck but never on the scalp. Why, I do not know. I have in several instances 
painted half a patch of alopecia areata with phenol, leaving the other half untreated, 
and after several applications, hair returned on the painted half, the untreated 
area showing no hairy growth. Phenol is not specific, but in my opinion it is 
still the best topical remedy for alopecia areata. 
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Pyoderma Gangraenosum. Presented by Dr. Howarp Fox. 


P. L., a full-blooded Negress aged 23, first ncticed a lesion on the left leg 
in May 1934. It began as a “water blister” and soon formed an ulcer. It was 
unsuccessfully treated for two years with ointments. The patient was then treated 
with dressings of potassium permanganate and rest in bed, and at the end of two 
months the ulcer had healed. She returned to work, and four months later a 
similar ulcer developed at the same site. At the Harlem Hospital her bleod 
showed a positive Wassermann reaction, but in spite of ten intravenous injections of 
neoarsphenamine and eight injections of a bismuth preparation there was no change 
in the size of the lesion. She now presents a rectangular, rather tender ulcer 
on the posterior part of the left leg, about 3 inches (7.5 cm.) above the ankle, 
measuring 3 by 1% inches (7.5 by 3.8 cm.). The border is sharply defined and 
neither elevated nor undermined, and the base shows reddish granulations which 
bleed easily. The skin surrounding the ulcer is deeply pigmented for a distance 
of about 2 inches (5 cm.). A roentgenogram of the chest showed no evidence 
of tuberculosis, and the patient gave no personal or family history of this disease. 
There were no varicose veins. 

DISCUSSION 

Dr. J. Frank Fraser: I think there should be general agreement that Dr. 
Fox’s interpretation of this case is correct, namely, that it is one of pyoderma 
gangraenosum. 

Dr. R. H. Ruttson: On the basis of the history I am inclined to think that 
by symbiosis two or more organisms are keeping up the ulcerative condition. I 
suggest that cultures might throw some light on it. 

Dr. Frep Wise: The possibility of ulcerating tuberculosis should be borne 
in mind. 

Dr. FranK C. Combes: I tend to agree with the diagnosis as presented. 
The edge and the base of the lesion do not look particularly like tuberculosis. 
I suggest trying zinc peroxide in the treatment. 

Dr. EuGene F. Traus: I should like to ask Dr. Wise a question. Is there 
usually so much granulation tissue in the center of a tuberculous ulceration? It 
was my impression that tuberculosis was more of a destructive process and that 
one did not get as much heaping up of granulation tissue as there is in this case. 

Dr. Frep Wise: I can answer Dr. Traub’s question by saying that the granula- 
tions are possibly due to infection with other organisms, as Dr. Rulison suggested. 

Dr. Howarp Fox: The two diseases which are often confused with pyoderma 
gangraenosum are syphilis and tuberculosis. The therapeutic test has apparently 
excluded syphilis, and some of the features tend to exclude tuberculosis, although 
this has not been definitely settled. 


Tuberculosis Cutis. Presented by Dr. Frep Wise. 


H. P., a man aged 43, was referred by Dr. Harry C. Saunders. He has had 
a lesion for two years on the dorsum of the penis and the adjacent portion of 
the pubis. The portion involving the pubis is circular and about 3 cm. in diameter. 
The border, 0.75 cm. wide, is raised above the level of the skin about 0.25 cm. 
The border is gray and verrucous. The center is erythematous, atrophied and 
scaly. On the penis the lesion loses its verrucous border and presents pinhead- 
sized erythematous papules both as satellites and as active foci in the central 
portion, which otherwise is like the lesion on the pubis. The Wassermann and the 
Kline test were negative. Urinalysis showed no abnormality. No tubercle bacilli 
were found in repeated examinations of sputum. Chemical examination of the 
blood showed no abnormality. A rcentgenogram of the chest revealed an arrested 
tuberculous process. 

DISCUSSION 


Dr. Frank C. Comses: I think that it is unusual for hematogenous tuber- 
culosis to take this form. 
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Scleroderma; Sclerodactylia (Acrosclerosis?). Presented by Dr. Josep J. 
ELter. 

S. G., a woman aged 55, presents atrophic and sclerotic changes of the skin 
of the fingers of both hands, commencing at the metacarpophalangea! joints and 
ending at the terminal phalanges. The skin is stretched and waxy, with impaired 
flexural function of the fingers, which assume a clawlike form. There is a definite 
change in the skin of the face, resulting in limitation of motion of the lower jaw 
and narrowing of the lips, with an expressionless, masklike countenance. The skin 
of the nasal tip shows definite morphea-like changes, with sclerosis and a violaceous 
color. The skin of the chest shows fine mottling, and at the dorsum of the left 
foot there are several areas of telangiectasis and cyanosis. There is cyanosis 
of the terminal phalanges of the toes. The patient states that the condition began 
about eighteen years ago, with extreme cyanosis and pain at the extremities, later 
assuming the present form. 

Previous Treatment and Laboratory Investigations—A sympathectomy of the 
vessels of both arms was done twelve years ago at the University of Pennsylvania 
Hospital. At the Johns Hopkins Hospital in 1929 an investigation showed “a 
spastic pylorus and definite evidence of globus hystericus or esophageal spasm, 
with marked sluggishness of the intestine and without any other evidence of 
organic disease.” Symptomatic therapy was suggested, including administration 
of bromides and barbital. The patient was examined at the Mayo Clinic, where 
the clinical findings were reported as normal. Results of an investigation at the 
Mcunt Sinai Hospital in January 1933 revealed “no evidence of organic disease 
in the gastrointestinal tract. The presence of a small gastric residue at six and 
eight hour examinations was not significant. A benign tumor was found in the 
wall of the chest which involved the fifth and the sixth rib on the right side. 
There were no evidences of disturbances in the ductless glands.” At the Mount 
Sinai Hospital in July 1934 a follow-up examination showed the following result: 
“There has been no material change in the conditicn. As little improvement can 
be expected from continuance of the symptomatic treatment, it is felt that an 


attempt should be made at etiologic therapy by parathyroidectomy. This pro- 
cedure, at least, is the only one after which definite recovery has been reported, 
even though in only a small number of cases.”’ The patient since that time has 
received medical diathermy, massage and injections from her private physician. 
This case of typical scleroderma with sclerodactylia is presented for suggestions 
as to further treatment. 


DISCUSSION 


Dr. Howarp Fox: An unusual feature of this case is the fact that the sclero- 
dermatous changes have been confined to the hands for so many years. At the 
most, there is only a slight suggestion on the chest of guttate morphea. 

Dr. Josep J. Etter: Have any of the members present observed any good 
results from parathyroidectomy in cases of Raynaud’s disease or in cases of 
this type? 

Dr. H. H. Wuitenouse: I think this condition is scleroderma. The patient 
has sclerodactylia and Raynaud’s phenomena of the toes. 

Dr. Frank C. Compes: Dr. Throne once presented a patient who showed 
improvement after the use of pancreatic extract. I have never had any success 
with it. An insulin-free extract of pancreas is supposed to be beneficial in cases 
of scleroderma. I have never used it. 

Dr. Frep Wise: Dr. Fox will remember the 8 cases that Dr. Sellei presented 
at the recent International Congress of Dermatology and Syphilology in Budapest, 
Hungary, in which he claimed good results with his therapy. Two of the patients 
admitted that they had noticed improvement under his treatment, which consists 
of administration of pancreatic extract and of desiccated hog stomach and massage, 
together with large doses of iron and building up of the general health. My own 
experience is limited to 3 cases. One patient was a man in the Montefiore Hospital 
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for Chronic Diseases. His condition was similar to that of the patient presented 
today. He had had a parathyroidectomy, which brought improvement for several 
months, followed by recurrence. The other 2 patients were sent to the Mayo 
Clinic for operation. After ganglionectomy both men improved remarkably, 1 for 
six months and 1 for a year; but both suffered recurrences. I have been told 
that the operation has been abandoned because most patients who have had para- 
thyroidectomy or ganglionectomy suffer recurrence. Now the chief treatment 
consists of massage and tonic treatment, the massage being the most important 
part. Wright and Duryea use iontophoresis with mecholyl, for which they have 
claimed good results, but I have not seen any good results so far in a case in 
which the condition is as severe as this one. 


Dr. J. FRANK Fraser: I observed a similar case at the Skin and Cancer Unit 
of the New York Post-Graduate Medical School and Hospital. Parathyroidectomy 
was performed without any beneficial results. There was not even temporary 
improvement. Microscopic examination showed parathyroid tissue, which proved 
that the gland was not missed in the operation. 


A Case for Diagnosis (Dermatitis of the Palms). Presented by Dr. Jerome 
KINGSBURY. 


Dermatitis Herpetiformis. Presented by Dr. Howarp Fox. 


Report on a Case of Rosacea-Like Tuberculid of Lewandowsky. Pre- 
sented by Dr. EuGene F. Travup. 


H. L., a man aged 56, was previously presented before this society on Oct. 26, 
1937 (ArcH. Dermat. & SypH. 37:890 [May] 1938). 

He had an eruption of the face and the scalp of about five or six years’ dura- 
tion, resulting in fine superficial pitted scarring. Today he presents many more 
new lesions. 

The histologic examination was made by Dr. Fraser, who thought the diag- 
nosis might be acne varioliformis. Dr. Satenstein thought that a tuberculoid 
structure was present, but he was not absolutely certain that it was Lewandowsky’s 
tuberculid. 


Report of a Case of Dermatitis Herpetiformis. Presented by Dr. EuGene 
F. TRAvus. 


K. S., a woman aged 69, was previously presented before this society on Oct. 26, 
1937 (Arcu. Dermat. & SypH. 37:891 [May] 1938). 

The swelling and dermatitis caused by the arsenic have entirely cleared. The 
patient has typical dermatitis herpetiformis now and is in the hospital, much 
improved. Tar gave her the first real relief from the intense itching. For some 
reason many pustules developed over the lower extremities, particularly over 
points of pressure, and the temperature rose to 104.5 F. Cultures from the 
pustules showed streptococci and some staphylococci. Sulfanilamide was given 
by mouth in 30 grain (1.9 Gm.) daily doses, and bacteriophage was used against 
the staphylococcus. Before the latter could be used, the sulfanilamide had appar- 
ently cleared up the pustules entirely, and the temperature returned to normal. 
It was interesting to note the high temperature with a comparatively minor pustular 
eruption and the improvement in her condition that followed this complication. 


Report of a Case of Acrodermatitis Chronica Atrophicans. Presented 
by Dr. Frep WISsE. 


G. R., a woman aged 45, was previously presented before this society on 
Oct. 26, 1937 (Arcu. Dermat. & SypH. 37:887 [May] 1938). 

The histologic report from two pathologists stated that there was definite 
atrophy of the skin, corresponding to the histologic changes in early acrodermatitis. 
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Harry C. Saunpers, M.D., Secretary 


Pachyonychia Congenita. Presented by Dr. BotrHo FriepricH-WILHELM 
FELDEN. 

I. L., a boy aged 14, is presented from the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital because of a condition which 
has been present for seven years. On both feet are various-sized sharply outlined 
erythematous patches with bullous lesions. The toe nails are absent. The finger 
nails are discolored, brittle and deformed. Some of them are thickened. Follicular 
keratosis involves the elbows, the knees and the face. The edges of the tongue 
show leukoplakia. Examination of the nails for tinea and tests with oidiomycin 
and trichophytin gave negative results. 


DISCUSSION 


Dr. G. F. Macuacexk: This patient was under treatment for a number of 
years at the Vanderbilt Clinic, and I believe he had his toe nails removed a few 
years ago. They were enormously thick. 

Dr. BotHo FRIEDRICH-WILHELM FELDEN: This boy told me that all his nails 
were removed several years ago, and the nails on one hand were removed twice. 
Therefore, some of the nails are entirely missing and the others are deformed or 
poorly developed. The original conception of pachyonychia congenita, as the name 
implies, is of thickening of the nails. On the left hand the patient still has a 
thickened nail on the small finger; he told me he was born with thickened, 
deformed nails. Emphasis should be placed not only on the thickening and 
deformity of the nails but on the follicular hyperkeratotic lesions on the knees and 
the elbows, similar to the follicular hyperkeratoses in cases of Dariet’s disease. 
Some patients have acneform lesions of the face, and many have bullous eruptions, 
sometimes mistaken for epidermolysis bullosa hereditaria. That diagnosis is often 
entertained at first in cases like this, because there are changes of the nails and 
leukokeratosis of the tongue and the insides of the cheeks. In some of the cases 
described there are changes in the cornea and the ear drums and other deformities. 
The whole condition apparently belongs to the group of congenital dyskeratotic 
malformations of the skin. 


“Systemic” Sarcoidosis. Presented by Dr. EuceNe Traucott BERNSTEIN. 


Mrs. A. O., a woman aged 39, is presented from the Mount Sinai Hospital 
because of an eruption involving the upper extremities and the upper part of the 
back which has been present for seven years. The condition is Dgrier’s sarcoid 
(sarcoides nodulaires et noueuses des membres), associated with systemic lesions 
in the septal mucosa, the pharynx, the larynx and the lungs, hepatosplenomegaly 
and thrombopenic purpura. The patient is a native of Puerto Rico. 

At present the eruption is composed of bluish red lesions in the subcutaneous 
tissue and the superficial layers of the skin which feel nodular and result in 
depressions and scar formation. The nodules range in size from that of a pea 
to that of a hen’s egg. 

The patient was first seen in May 1930. She was well nourished and came to 
the dermatologic department because of an eruption on the lower limbs. She had 
been married seven years and had had 2 healthy children and no miscarriages; the 
Wassermann reaction was repeatedly negative. Neither she nor any member of 
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her family had had tuberculosis. At the time of examination there were violaceous 
red indurated subcutaneous nodules on the lower extremities, which were tender 
to pressure and ranged in size from that of a dime to that of a silver dollar. The 
diagnosis of erythema induratum was suggested. 

Two years later the patient consulted the rhinolaryngologic department because 
of hoarseness and difficulty in breathing. Small granulomatous lesions were 
observed in the septal mucosa of the nose. These were not friable and did not 
bleed when palpated. Similar superficial lesions were encountered on the laryn- 
geal surface of the epiglottis and the soft palate. A biopsy specimen taken from 
the nose was reported to show the changes of tuberculosis. The patient was 
referred to the medical department, where examination showed hepatosplenomegaly. 
A roentgenogram of the chest revealed no abnormalities. In the dermatbdlogic 
department a dermatosis was noted on the upper limbs and on the superior aspect 
of the back. The condition was diagnosed as sarcoid of Darier and Roussy. The 
lesions were bluish red, slightly tender subcutaneous nodules showing a superficial 
erosion of the epidermis which became more pronounced after the institution of 
neoarsphenamine therapy. It was learned that some eight months previously the 
patient had experienced hemoptysis, and during the past year she had lost about 
40 pounds (18 Kg.). There had been no fever but she had been troubled by occa- 
sional fits of coughing. As the condition did not respond to neoarsphenamine, and 
as new nodules continued to appear, it was decided to administer solution of 
potassium arsenite. It was suggested in the medical department that irradiation 
be used, as similar mucosal lesions had responded well to that form of therapy. 

The von Pirquet reaction was negative on two occasions. The reaction to the 
Mantoux test with a dilution of 1: 1,000,000 was negative; of 1: 10,000, slightly 
positive, and of 1: 1,000, moderately positive. Three weeks later the reaction to 
the test with a dilution of 1: 1,000 was still visible. 

By April 1933 the cutaneous lesions were in the process of involution. This 
result apparently had taken place under the influence of generalized ultraviolet 
irradiation. Between 1932 and 1937 the patient was treated in the department of 
radiotherapy by application of roentgen rays and of radium to the larynx, the 
pharynx and the nose. There was striking improvement under this therapy, but 
somewhat later a recurrence took place. Irradiation was again successfully 
employed. During the period of treatment fresh lesions appeared on the skin from 
time to time. In January 1937 the patient was in the Harlem Hospital because 
of pneumonia. In July 1937 she was admitted to the Hospital for Joint Diseases 
because of a nosebleed of one day’s duration and the appearance of ecchymoses 
over the body for two weeks. A diagnosis of thrombopenic purpura was made. 
A blood count revealed no blood platelets, 3,960,000 red blood cells, 70 per cent 
hemoglobin and 4,400 white blood cells. Chemical examination of the blood 
showed no abnormality. The sedimentation rate was 75 mm. Examinations of 
the urine showed no abnormality. A sternal puncture showed little bone marrow 
and absence of platelets and megakaryocytes. An intradermal test with snake 
venom gave strongly positive results. .The patient stopped bleeding spontaneously 
about the time of transfusion of 500 cc. of blood. She showed no symptoms after 
this. The platelets reappeared in the peripheral blood and rose slowly to 128,000 
at the time of her discharge. The number of white blood cells was slightly sub- 
normal (3,500) throughout the period of observation. The patient had a rise in 
temperature, to 101.6 F.; the fever subsided in a few days. Roentgenograms of 
the bones showed no pathologic changes. 

The blood count at present shows 4,350,000 red cells, 8,600 white cells, 78 per 
cent hemoglobin, 320,000 platelets and a differential white cell count of 55 per cent 
polymorphonuclear leukocytes, 21 per cent lymphocytes, 10 per cent eosinophils 
and 3 per cent basophils. A roentgenogram of the chest on Nov. 26, 1937, 
showed increased density of the root shadows bilaterally; this was more pro- 
nounced on the left. The hilar markings were exaggerated, leading to the 
impression of “marble picture” (Martenstein). The heart as a consequence was 
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not sharply delineated. The reticulation and the density of the hilar shadows were 
indicative of sarcoidosis. 

Histologic examination of the cutaneous lesion showed a conglomeration of 
palely stained epithelioid cells arranged in the form of miliary tubercles and lying 
as isolated structures in the comparatively unaltered normal tissue. These epi- 
thelioid tubercles were replacing normal tissue and extended downward. to involve 
the subcutis. There was almost no inflammatory reaction in the surrounding 
tissue and only a faint sprinkling of mononuclear cells. Some of the sharply 
limited nodular infiltrated areas of epithelioid cells showed beginning necrosis, 
indicative of a transition into miliary lupoid of the type of Darier’s sarcoid. 
(Necrosis is never seen in Boeck’s lupoid.) 

The histologic changes in the section taken from the pharynx showed typical 
nodular masses of epithelioid cells characteristic of Boeck’s miliary lupoid. 


DISCUSSION 


Dr. Epwarp R. Matoney: If I remember rightly, few patients with systemic 
sarcoidosis have cutaneous lesions. Most of them have changes in the bones. In 
this case there are no changes in the bones. However, I think the diagnosis is 
correct. Dermatologists do not observe many cases of this condition. It is usually 
the internists who write about systemic sarcoidosis. This case is therefore of 
great interest. I think the cutaneous lesions are those of Darier-Roussy sarcoid. 

Dr. SAMuEL M. Peck: In my opinion, such cases, and this case in particular, 
should be of special interest to dermatologists. Because of involvement of the 
internal structures, internists have had their attention focused on systemic sarcoi- 
dosis, but unfortunately they do not seem to be aware of the role of dermatologic 
research in this field. For years cases have been presented before dermatologic 
societies in which there were not only cutaneous involvement but similar lesions 
in the bones and the internal organs. Such an association and its relation to 
tuberculosis have been subjects of investigation by many eminent derma- 
tologists, especially by Jadassohn and his school. Irrespective of whether one 
thinks of the tubercle bacillus as an etiologic agent in this disease there seems 
to be a peculiar relationship of sarcoid to a so-called positive anergic state. This 
condition is associated with a tendency to react negatively to tuberculin tests, 
even with fairly high concentrations of tuberculin. In the blood anticutins have 
been found to explain this tendency to a negative reaction. Of further interest is 
the fact that cutaneous lesions, at any rate, respond as readily to roentgen rays 
as do the lymphoblastomas. It is in the study of cases such as this that a deeper 
insight into the true etiologic nature of sarcoidosis is gained. 

Dr. G. F. MAcHACEK: It is commonly understood that sarcoid “attacks” not 
only the skin but other organs. Pulmonary lesions have been noted, as well as 
osseous lesions. In this particular case, in a patient from the West Indies or 
South America, I think other conditions have to be considered. I have mentioned 
before that sarcoid as such is an anatomic condition which may appear in associa- 
tion with many different diseases, such ds syphilis, leishmaniasis, leprosy and 
undoubtedly some of the mycotic infections. I have observed a case of extensive 
sarcoid of the muscle tissue. One should investigate this case with the possibility 
of its being an instance of a tuberculoid type of leprosy in mind, although such a 
diagnosis is not likely, since there are no neurologic symptoms. It is known that 
sarcoid occurs in association with tuberculosis, but it also occurs in association 
with other diseases. 

Dr. EuGene Traucott BERNSTEIN: This case is presented because of the great 
interest evinced by internists in the broad group of diseases commonly referred 
to as sarcoidosis, Included in this group are such conditions as benign miliary 
lupoid of Besnier and Boeck, Darier-Roussy sarcoid (having two subvarieties : 
indurated nodular sarcoid [Darier], involving the limbs and resembling Bazin’s 
erythema, and the classic Darier-Roussy sarcoid of the trunk), erythema induratum 
of Bazin, nodular tuberculosis of the hypoderm (Wende), lupus pernio (Besnier- 
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Tenneson), angiolupoid (Brocq-Pautrier), benign lymphogranulomatosis (Schau- 
mann), osteitis tuberculosa multiplex cystica (Jiingling) and finally uveoparotid 
fever (Heerfordt), numerous cases of which have been observed at the Mount 
Sinai Hospital. These conditions, generally grouped under sarcoid, show the 
futility of demarcation, since they are varied expressions of the same disease entity. 
The tubercle consists of a conglomeration of epithelioid cells, which in only a few 
instances show a tendency to necrosis when attacking the fatty tissue (Wucher- 
atrophy). Few giant cells may be seen, but they are not of diagnostic significance. 
In this particular case it was interesting to note that the reaction to tuberculin 
was positive, although in most cases it is negative, illustrating the so-called 
specific anergy (Jadassohn) due to the neutralization of the “tuberculopyrine” 
(Eber and Sahli) by anticutins and procutins (Pickert and Loewenstein) found in 
the serum and in the lesion itself (Martenstein and Noll). It is obvious that this 
condition is an exception to the rule. It is interesting to note that it was asso- 
ciated with thrombopenic purpura, which is often seen in association with miliary 
tuberculosis. In this particular case, it is impossible clearly to evaluate the asso- 
ciation as a coincidental occurrence or as part of the syndrome. Further, the 
focus from which the process spread cannot be found. I agree with Dr. Machacek 
that sarcoidosis may be attributed to causes other than tuberculosis. 


A Case for Diagnosis (Lymphoblastoma?). Presented by Dr. Paut Gross. 


.» L. C., a white woman aged 55, was seen at the Hospital for Joint Diseases by 
Dr. I. S. Tunick and referred to the dermatologic department for diagnosis. About 
two and one-half years ago she noticed a reddish lesion on her ankle, which was 
about the size of a dime and gradually increased in size and thickness. She felt 
no pain or tenderness but lately has noticed that the swelling increases toward 
evening. 

On the inner surface of the right ankle, above the malleolus, is a tumor 
measuring 3% or 4 inches (9 or 10 cm.) in diameter and % inch (0.64 cm.) in 
thickness. It is well demarcated and elevated and extends into the deeper layers 
of the subcutis. The lesion is movable over the underlying bone. It is bluish 
red and has a smooth and glossy surface. It is firm, but not hard and is sur- 
rounded by moderate edema. The inguinal glands on both sides are palpable, 
and on the right side there is one gland which is somewhat enlarged and firm. 

Examination of the blood showed 14 Gm. of hemoglobin per hundred cubic 
centimeters, 4,320,000 red blood cells and 7,300 white blood cells. The differential 
count showed 65 per cent segmented neutrophils, 6 per cent nonsegmented neutro- 
phils, 28 per cent lymphocytes and 1 per cent monocytes. A roentgenogram of the 
chest did not show any changes in the mediastinum. A roentgenogram of the leg 
showed a mass of soft tissue adjacent to the internal malleolus which did not 
involve the adjacent bone. The Wassermann and the Kahn test were negative. 
A biopsy specimen will be obtained and reported on later. 

Note.—Histologic examination on Dec. 24, 1937, of a biopsy specimen taken 
after the presentation of the case showed a dense infiltration with lymphoid cells 
of all the corium except a narrow layer immediately beneath the epidermis. The 
cytoplasm of these cells was scant. The nuclei were round, vesicular and hyper- 
chromatic, with coarse granules of chromatin, and possessed a distinct nuclear 
membrane. There were no nucleoli. The infiltration was diffuse in the lower 
layers and extended deeply into the underlying fat. In the upper layers of the 
corium the infiltration was more patchy, being separated in places by bundles of 
collagen, and there were occasional larger cells of the reticulum type. The his- 
tologic diagnosis was lymphosarcomatous infiltration of the skin of the leg. (The 
possibility of a leukemic infiltration could not be excluded histologically.) 


DISCUSSION 


Dr. Lours Tuttpan: Although the location is unusual, the consistency and 
color remind me of the nodules in acrodermatitis chronica atrophicans. This 
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woman has no lesions on the elbows or the knees, where this condition usually 
appears, and therefore the picture probably is different from what it would be in 
those locations. 

Dr. A. BENson CANNON: I cannot see how a definite clinical diagnosis is 
possible in this case without the support of histologic study. I suspect that Dr. 
Gross’s interpretation of the lesion is probably correct. I should think, of course, 
of sarcoma or mycosis fungoides as a more probable cause of the tumor. The 
lesions seem unusually soft for sarcoma. I can see no lesions that would suggest 
acrodermatitis chronica atrophicans. 


Lymphoblastoma of the Skin (Hodgkin’s Disease). Presented by Dr. 
Gross. 


I. F., a white woman aged 67, was seen at the Hospital for Joint Diseases 
because of a cutaneous lesion which developed three months ago in the left sub- 
maxillary region and has grown rather rapidly. It is a rather firm tumor the size 
of a quarter and extends deep into the subcutaneous tissue. The color is purple, 
and the skin is smooth and thin. The tumor is freely movable over the under- 
lying tissues. Physical examination shows no other abnormality. 

Examination of the blood showed 12 Gm. of hemoglobin per hundred cubic 
centimeters, 4,000,000 red blood cells, 7,100 white blood cells and a differential 
count of 34 per cent segmented and 4 per cent nonsegmented neutrophils, 5 per 
cent eosinophils, 1 per cent basophils, 48 per cent lymphocytes and 8 per cent 
monocytes. Examination of the urine showed no abnormality. The Wassermann 
and the Kahn test were negative. Histologic examination showed a conglomerate 
granuloma in the corium, with hypertrophy of the reticulum and an infiltrate con- 
sisting of lymphocytes and plasma cells, scattered eosinophils and a number of 
Dorothy Reed cells with two or three nuclei. This picture was typical of 
Hodgkin’s disease. 

DISCUSSION 

Dr. G. F. Macuacek: Dr. Gross was kind enough to show me the slides, and 

I agree with the diagnosis. The typical changes in the skin are relatively rare. 


Lupus Erythematosus in a Patient with Lichen Planus. Presentel by Dr. 
G. D. ASTRACHAN. 


V. C., a man aged 60, born in Hungary, came to the dispensary of the Metro- 
politan Hospital because of a lesion which had been present on his nose for the 
last year and a half. He had been operated on for sinal disease twenty-five years 
ago and again two years ago. He still has some difficulty in breathing. 

On the bridge of the nose is a well defined, slightly elevated, light brownish, 
irregularly shaped lesion the size of a large bean, which shows signs of beginning 
atrophy on its surface. No scaling is seen. The surface seems smooth and waxy, 
and the whole lesion is surrounded by telangiectasia. There is marked dilata- 
tion of the blood vessels, with several small patches of atrophy over the hard 
palate. On the flexor aspects of the forearms and the wrists are many closely 
aggregated, well defined, violaceous, slightly elevated, shiny papules varying in 
size from that of a pinhead to that of a pea. Some of them show superficial, firmly 
adherent scaling. 

The Wassermann reaction was negative. A blood count and urinalysis showed 
no abnormality. A roentgenogram of the chest showed no sign of tuberculosis. 
A biopsy specimen was taken at the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital and examined by Dr. David L. 
Satenstein. Histologic examination showed edema throughout the cutis, with 
some basophilic degeneration. Some of the vessels were dilated, and there was an 
infiltrate of small round cells, connective tissue cells and polymorphonuclear 
leukocytes. The elastic tissue was in part wanting and in part clumped. The 
epidermis was slightly acanthotic, but the rete pegs were flattened. The histologic 
diagnosis was lupus erythematosus. 
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DISCUSSION 


Dr. Max Scueer: I do not agree with the diagnosis of lupus erythematosus, 
in spite of the histologic examination. The lesion is violaceous, not erythematous. 
There is no scaling. The lesion is raised and infiltrated and has the clinical 
characteristics of sarcoid. I suggest another biopsy. 

Dr. G. F. Macuacexk: I feel that one picture or the other is being misinter- 
preted. It is easy to confuse lichen planus with lupus erythematosus in certain 
stages, and I should try to explain the two lesions according to one clinical classi- 
fication rather than two. Of course, it would be extremely interesting if both 
conditions were proved to be present. 

Dr. Harotp Orr, Edmonton, Canada (by invitation): I am inclined to agree 
with the diagnosis of lupus erythematosus. Perhaps a few words regarding the 
use of sulfanilamide in the treatment of lupus erythematosus would be appropriate. 
I understand that Dr. A. Buschke tried it in a few cases and that in one case 
there was fatal termination. It seems plausible that lupus erythematosus is based 
on multiple etiologic factors and that in some cases it is due to a toxin from a 
streptococcic focus of infection. If that is so, theoretically, sulfanilamide should 
be beneficial. Recently I tried using sulfanilamide in 8 cases of the discoid 
type of lupus erythematosus. In 2 instances the results were dramatic, the effect 


being noticed almost immediately. Apparent cure occurred in about two weeks, ° 


although the patients had had gold preparations and other forms of therapy for 
several years. In the other cases the treatment was continued for about a month, 
without any effect whatever. It would seem, from my observations, that any 
favorable therapeutic response to this drug will appear soon after the treatment is 
begun. If there is no improvement in from ten days to two weeks, it is unlikely 
to occur later. 


Dr. SAMUEL M. Peck: Is Dr. Orr not afraid that the well known sensitivity 
to light which accompanies lupus erythematosus might be increased by the giving 
of sulfanilamide? 

Dr. Harotp Orr, Edmonton, Canada (by invitation): There has not been 
much sunlight since I have been using the drug. One of the patients who was 
treated had a typical butterfly distribution, and an erythematous eruption developed 
on the face and extended to other parts of the body. I stopped administering sulf- 
anilamide, and as the erythema cleared it was found that the lupus erythematosus 
had also disappeared. 

Dr. Marion B. SuLzBerGer: In connection with the remarks of Drs. Orr and 
Peck, the therapeutic effect of certain drugs such as sulfanilamide on lupus 
erythematosus might be in some way connected with their photosensitizing activity. 
It is a well known pharmacologic rule that by varying the dose one may achieve 
stimulation (irritation) or depression with the same medicament. It is therefore 
possible that sulfanilamide, which is a photosensitizer, and other photosensitizers, 
such as gold salts and quinine, are beneficial in the treatment of lupus erythema- 
tosus precisely because they can not only raise but depress the sensitivity to light. 


Dr. E. Witt1am AsrAMowi1Tz: Was the condition in Dr. Orr’s case fixed or 
so-called acute disseminated lupus erythematosus? I observed a case of the acute 
disseminate’ type in which sulfanilamide cleared the eruption and the general 
symptoms. As to the question of sulfanilamide and sensitization to light, there 
are some cases in which a sulfanilamide rash develops after exposure to sun and 
other cases in which it develops even though there has been no exposure. As 
Dr. Sulzberger said, there are other photosensitizing agents—for instance, gold 
preparations and quinine—which are used with good results in the treatment of 
lupus erythematosus. I question the wisdom of using sulfanilamide in the treat- 
ment of the fixed type, in view of the less dangerous remedies which produce 
good results. For the acute disseminated type, which is usually fatal, I think 
trial of a drug like sulfanilamide is justified. 
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Dr. G. D. AstrRacHAN: I agree with what Dr. Scheer said about this case, 
but I am afraid the patient will not agree to a second biopsy. I should like to 
add that the patient has marked difficulty in breathing. He was operated on twice 
for some sinal condition. This may be the etiologic factor (focus of infection) in 
this case. 


Disseminate Xanthomatosis. Presented by Dr. Leo Sprecet. 


J. S., an Englishman aged 67, says that he first noticed reddish spots on the 
upper eyelids some twelve years ago. These spots have become much more 
numerous within the past two years. He sought relief in the ophthalmologic clinic 
because of difficulty in opening and closing the eyelids. 

The lesions are scattered over the face, the scalp and the neck, and many are 
present on the buccal mucosa. The axillas, the cubital areas, the inguinal regions, 
the scrotum and the penis are involved. The smallest lesions appear as discrete 
reddish brown macules varying in size from that of a pinpoint to that of a pinhead. 
As these spots enlarge, a yellowish tinge is evident in the centers. The largest 
papules are the size of a pea, the color varying from reddish brown to chamois 
yellow. Intense itching is complained of, but no objective signs of scratching are 
evident. 

Physical examination revealed no abnormalities except for the eruption. The 
patient was rather thin, weighing 141 pounds (64 Kg.) and being 5 feet 8 inches 
(173 cm.) tall. The liver was not enlarged, and the heart revealed no murmurs. 
Roentgen examination of the skull showed no abnormality of the sella turcica. 

Examination of the urine revealed no sugar. The amount excreted was about 
3 pints (1.4 liters) in twenty-four hours, and the specific gravity 1.01. The 
Wassermann and the Kline test were negative with two antigens. Examination 
of the blood showed 78 mg. of sugar, 283 mg. of total cholesterol, 80 mg. (28 per 
cent) of free cholesterol, 203 mg. of cholesterol esters per hundred cubic centimeters. 
The blood count showed 90 per cent hemoglobin (14 Gm. per hundred cubic centi- 
meters), 4,510,000 red blood cells and 7,100 white blood cells. The differential 
count was normal. 

Histologic examination of sections stained with hematoxylin and eosin showed, 
under low power magnification, general fibrosis of the corium, one end of which 
was occupied by a well demarcated dense infiltration extending to the middle 
part. At this end the epidermis was flattened and the follicular appendages oblit- 
erated. At the other end the epidermis was wavy and thinned. Under higher 
magnification it was noted that the infiltration consisted of many round cells, 
fibroblasts, large mononuclears, foam cells and giant foam cells with concentric 
nuclei (Touton giant cells), all enmeshed in a loose, frothy reticulum with swollen 
bands of collagen in the deep part. Capillary blood vessels were thickened. 
Sections stained with sudan III showed well stained areas representing fat in the 
nodular part. Some fatty deposits were noted in the epidermis. A diagnosis of 
typical xanthoma was made. 

DISCUSSION 


Dr. IsAporE RosEN: The only feature I should like to discuss is the studies 
of the blood. In cases of generalized systemic xanthomatosis, unless the condition 
is fibroxanthoma, there is a marked increase in the total lipids as well as in the 
cholesterol and the lecithin. In the case under discussion the report shows these 
values to be almost within normal limits. 

Dr. T. J. Riorpan: I studied one section, which was well stained. It was 
divided into two parts. There was fibrosis of the entire corium beneath and at 
the side of one big nodule. The nodule itself showed typical xanthoma, such as 
one sees in any xanthomatous process. The fibrotic portion brings out the point 
which Dr. Pollitzer used to make, that fibrosis is the rule in xanthoma. Another 
point about the section is that sudan III showed fat well. Fat was found in the 
epidermis. Dr. Fred Weidman states that this is a common observation. 
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Dr. SAMUEL M. Peck: One has to be careful in interpreting droplets of fat 
in the epidermis with sudan staining. Investigations which I did a number of 
years ago with intravital staining of epidermal cells have led me to conclude that 
a histologic picture such as Dr. Riordan describes is really an artefact. 

Dr. EuGeNE F. Traus: If medical measures, dietetic and therapeutic, fail, the 
application of small doses of unfiltered roentgen rays might relieve the symptoms 
and cause some regression in the size of the lesions, particularly on the face. The 
response is particularly likely to be favorable in cases in which there are some 
inflammatory reaction and an increased vascularity about the lesions. I have 
treated several patients with such a condition with roentgen rays, and there has 
been a remarkable response. 

Dr. Leo SpirceLt: According to Montgomery, in this type of disseminated 
xanthomatosis the value for cholesterol is low. Again, this type of xanthomatosis 
is usually associated with diabetes insipidus. In 3 of the 4 cases he reported this 
association was present. 


Mosaic Wart, an Unusual Type of Plantar Wart. Presented by Dr. ANDREW 
Harp MontTcoMery and Dr. MortimMeER MONTGOMERY. 


J. Q., a man aged 23, an elevator operator, had had his present eruption for 
one and a half years when he came for treatment on Nov. 9, 1937. The lesions 
have as yet received no treatment other than paring and the application of a weak 
ointment of salicylic acid to demonstrate their composition. 

The entire plantar surface of the right big toe is covered by a painless large 
irregularly outlined dry verrucous patch. It is markedly keratinized anteriorly, 
just behind the flexor fold. Paring revealed numerous irregularly shaped warty 
cells or cores, which had coalesced to form a mosaic pattern. The patch extends 
to the inner lateral surface of the ball. Scattered externally, beneath the meta- 
tarsal heads and along the lateral weight-bearing surface of the foot, are single 
and grouped lesions. On the plantar surface of the left foot, mainly beneath the 
fourth metatarsal head, is another verrucous patch which is smaller, irregularly 
outlined and broken in some places by papillary lines in normal arrangement. 

Subjective symptoms have been negligible, except for discomfort thought by 
the patient to have been caused by callus. No pain is elicited by direct or lateral 
pressure. The patient had had an invasion of common plantar warts, multiple but 
discrete, of the epidemic or infective type. On Feb. 9, 1934, he had had individual 
warts scattered over about the same areas now involved. These were of three 
months’ duration and spread rapidly. There were no compound patches. Treat- 
ment at that time consisted of the application of 1 skin unit (300 r) of unfiltered 
roentgen rays to the soles, with conventional shielding of the unaffected skin. 
Ten days later, on Feb. 19, 1934, nearly all the lesions were well electrodesiccated. 
At this time an additional skin unit of roentgen radiation was given to each of four 
lesions, each closely shielded. A week later all warts were electrodesiccated and 
were dug out easily. The feet were absolutely free from warts until the present 
invasion began sixteen months later. The present lesions are of a distinctly 
different type. 

DISCUSSION 

Dr. E. Witt1AM ABRAMOWITZ: May I ask Dr. Montgomery if this condition 
is usually associated with warts on other parts, as on the finger? I should like 
to know if there has been any arsenical medication in this case. 

Dr. Marion B. SuLzBERGER: I think these warts which the Drs. Montgomery 
have been describing are an extremely interesting atypical form of vulgar warts. 
I think the name mosaic wart was used by J. Jadassohn many years ago to 
describe an entirely different type of wart. If I recall correctly, Jadassohn’s 
Mosaikwarze consisted of a single lesion, a wart situated below the level of the 
skin with a slightly raised round wall around it (Jadassohn, J.: Handbuch der 
Haut- und Geschlechtskrankheiten, Berlin, Julius Springer, 1932, vol. 12, pt. 13, 
p. 39). 
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I have had occasion to treat plantar warts (and warts in other locations as 
well) with injections of bismuth preparations. In alternate cases I have used 
injections of a bismuth preparation and of physiologic solution of sodium chloride, 
and the results were identical. There was a high percentage (over 50 per cent) 
of cures in cases in which either form of treatment was used. 

Dr. CHartes WotF: In regard to the remarks of Dr. Sulzberger, the state- 
ment that warts are curable by injections of bismuth preparations has been 
circulated through the medical profession. Pediatricians have asked me as to the 
efficacy of bismuth. Warts are curable by psychotherapy, and many clear without 
any treatment. I think it is rather barbaric to inject a drug, especially a heavy 
metal like bismuth, into children. The members should go on record to the 
effect that there is no specificity in the action of bismuth preparations on verrucae 
of children, 

Dr. Marion B. SULZBERGER: In reference to what Dr. Wolf said, if one can 
get such good results with saline injections, one certainly should not inject prep- 
arations of bismuth or arsphenamine. That was the reason why at the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital I sug- 
gested that Dr. Allington use injections of sulfarsphenamine and of colored saline 
solution in alternate cases of warts in a large series. The procedure was care- 
fully arranged so that the physician would not know which of the two solutions 
he was injecting. The nurse in charge of preparing the solutions was the only 
one who knew which was which, and she kept careful records. Dr. Allington 
published the results of this experiment for a series large enough to be com- 
pletely convincing. The results were remarkably good and were identical in cases 
in which both forms of treatment were used. 

Dr. G. F. Macuacex: Does Dr. Sulzberger imply that the result was due to 
psychotherapy ? 

Dr. Marion B. SuLzBerGER: To answer the question properly I should have 
to define psychotherapy. I do not think the result was purely pharmacologic; it 
may have been a combination, for example, of psychotherapy and the well known 
effect of any injections on the hormones, the vegetative nervous system, the blood 
supply, etc. 

Dr. G. F. Macuacexk: There has been a great deal of talk about the cure of 
warts by psychotherapy. In the “Handbuch,” almost in the same chapter, there is 
mention of warts as being due to a virus and as being amenable to psychotherapy. 
It may be that the natural history of the disease has not been studied closely 
enough. Even malignant cancer may go without treatment and even regress after 
many years. It is possible that the ordinary natural history of verruca vulgaris 
is so variable that the effectiveness of treatment cannot be defined. 

Dr. ANDREW Harp MontcoMery: I am sorry to hear that I may be a 
plagiarist in regard to the term mosaic wart, but I do not see how Jadassohn 
could apply this name to a single angular lesion. My conception of the term is 
of a pattern of closely set variegated angular elements. The Wassermann reaction 
in this case is negative. All sorts of medicaments, including bismuth preparations, 
have been injected in these cases. Bismuth therapy is of benefit only in the infec- 
tious or epidemic type. It is interesting that this man came for treatment years 
ago with multiple, discrete warts or his feet which cleared up after administration 
of 1 skin unit of roentgen rays, with no close shielding. His feet were free from 
warts for sixteen months. The present lesions, of a distinctly different type, have 
been present for two years. 


Sycosis Vulgaris, Improved by Sulfanilamide. Presented by Dr. E. Witt1aAM 
ABRAMOWITZ. 
C. S., a man aged 35, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital because of an eruption on 
the bearded region of the face of ten years’ duration. He was first seen at the 
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clinic on Sept. 24, 1937, at which time he presented a follicular, erythematous, 
edematous eruption of the face. He was treated with six 5 grain (0.32 Gm.) 
tablets of sulfanilamide daily. Within a week he showed marked improvement, 
and the condition continued to improve under sulfanilamide therapy. During the 
past three weeks he has had no therapy, and a tendency to recurrence is noticed. 


DISCUSSION 


Dr. FRANK VERO: I used sulfanilamide about a year ago for a patient with 
sycosis vulgaris of seven years’ duration, who had been treated at many institu- 
tions and had had a good deal of roentgen and grenz ray therapy, which was 
followed by chronic radiodermatitis. His condition improved a great deal. I have 
seen him several times since, and the result has been entirely satisfactory, except 
for the blepharitis, which has not responded to sulfanilamide. I presented the 
case at one of the conferences of the Vanderbilt Clinic, where the question of 
whether his sycosis vulgaris was caused by a staphylococcus or a streptococcus 
came up. There was no bacteriologic investigation. 


Dr. E. WitttAM AsrAMow!1z: This case is not presented as one of cure. It 
is known that this disease has periods of remission. In this case there was a 
rather spectacular result. However, there had been remissions before owing to 
other forms of treatment. As soon as the administration of sulfanilamide was 
stopped, there were evidences of recurrence, so medication has been resumed with 
one tablet three times daily. 


Leukonychia Striata. Presented by Dr. E. WiLL1IAM ABRAMOWITZ. 


E. F., a girl aged 5 years, who was born in New York of Polish-Jewish 
parents, is presented from the Gouverneur Hospital. She was born with normal 
nails. When she was 2 years old, white lines developed on the nails, and these 
have not changed in appearance except during an attack of measles two years 
ago. At present all the finger nails, except those of the thumbs and the little 
fingers, show white bands of varying widths at the distal ends. 


Granuloma Annulare. Presented by Dr. BotesLaw Lapowskr and Dr. Asra- 
HAM Watzzer, Brooklyn. 


D. H., a girl aged 9 years, is presented from the dispensary of the Samaritan 
Hospital, Brooklyn, because of lesions typical of granuloma annulare on the 
dorsa of both hands and the dorsum of the right foot of one year’s duration. The 
patient is the older of 2 children. The grandfather died from tuberculosis when 
the patient was 1 year old, and a paternal aunt had the disease. The patient has 
had measles, chickenpox, whooping cough and erysipelas. The patient’s sister has 
had granuloma annulare, but the lesions have recently disappeared. 

A complete physical examination, examination of the blood, roentgen examina- 
tion of the chest and urinalysis have revealed no abnormalities. The Mantoux 
tuberculin test with a dilution of 1: 10,000 gave a negative result. The Wasser- 
mann reaction was negative. Histologic examination of a lesion from the back 
of the right hand showed the typical picture of granuloma annulare. 


Amelanotic Melanoma with Ulceration (Recurrence). Presented by Dr. 
G. F. MACHACEK. 


M. M., a woman aged 52, a private patient, presents a deep ulcer between 
the first and the second toe of the plantar aspect of the right foot. From this 
there extends posteromesially a tumefaction which appears to be cutaneous and 
somewhat attached to the underlying aponeurosis. The extremity appears to be 
cyanotic but not definitely pigmented. Two weeks ago there was marked cellulitis 
with pain and swelling, which has subsided since wet dressings have been 
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employed and rest advised. The ulcer appeared in September, when a plaster 
was applied for the removal of a callus. 

On May 11, 1934, the patient was admitted to the Lenox Hill Hospital because 
of a painless egg-sized necrotizing tumor at the site of the present ulcer. This 
was removed, and roentgen treatments were given both locally and to the inguinal 
and the axillary lymph glands. The diagnosis at that time was melanoma. 

The histologic diagnosis was melanoma. 


Granuloma Annulare Disseminatum. Presented by Dr. BoLtestaw LapowskI 
and Dr. ABRAHAM WatzzeR, Brooklyn. 

L. S., a woman aged 52, was first seen at the dispensary of the Samaritan 
Hospital, Brooklyn, three years ago. She stated that she had been pregnant four 
times and had given birth first to a living child who died at the age of 18; her 
second child had been stillborn, and the third and the fourth pregnancy resulted 
in spontaneous abortion. There had been no serious illness in the family. 

The eruption, of above five years’ duration, began on the neck and spread to 
involve the front and back of the chest, the arms, the forearms and the hands. 
At present it is symmetrically distributed. The primary lesions are hard white 
papules, varying in size from that of a pinhead to that of a small pea. They are 
round, although some appear angular, and some have an erythematous halo. They 
are arranged in linear, concentric and circinate formations. On the upper part 
of the chest they occur in two half-rings, which almost surround the base of the 
neck and the upper part of the chest, one on either side, the convex portions meet- 
ing in- the center of the neck anteriorly. These half rings are about 2 inches 
(5 cm.) wide. Originally they extended almost completely around the neck, but 
the posterior parts have cleared considerably while the patient has been under 
observation. On the dorsum of each hand is a large serpiginous ring of lesions 
which almost covers the area. On the forearms and the arms the lesions are 
arranged in rings and half-rings, many of them on erythematous surfaces. Some 
erythematous areas show no lesions. The lesions comprising the borders of many 
of the patches have become confluent, but when a finger is run over them, indi- 
vidual lesions can still be felt. Many of the lesions have flattened (on the back 
of the neck and the chest), while others (on the back of the chest and the fore- 
arms) have disappeared and show only the erythematous spots. The central part 
of some of the rings of lesions (on the backs of the hands) is dark red and some- 
what wrinkled, with a suggestion of atrophy. In addition to these variously 
formed patches of lesions, individual papules and nodules in various stages of 
development can be seen scattered around and between them. The mucous mem- 
branes are not involved, and the lesions are fot pruritic. 

Physical examination and a roentgen examination of the chest showed no 
abnormalities. Examination of the blood and urinalysis showed nothing abnormal, 
and the Wassermann reaction was negative. A histologic examination of one of 
the lesions from the back of the hand revealgd the characteristic picture of granu- 
loma annulare. 


Parapsoriasis Varioliformis (Habermany’s Disease). Presented by Dr. 

Evucene F. Trave. 

D. B., a woman aged 27, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital. One month ago she first 
noticed an eruption on the girdle area after wearing a new girdle. Because of its 
location the eruption was thought possibly to have resulted from this. It now 
seems to spread beyond the border of this area and involves chiefly the torso, 
with a little eruption appearing on the forearms and the lower portions of the 
legs but none above the neck. It does not itch. The eruption consists of tiny 
erythematous macules, papules and purpuric lesions. Some of the older lesions, 
particularly the papular ones, are covered with small scales. 
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Argyria (Generalized), Resulting from the Intranasal Use of Mild Pro- 
tein Silver. Presented by Dr. EuceNe T. BERNSTEIN. 


F. E., a woman aged 50, presented from the Beth David Hospital, has an 
eruption of four years’ duration. Seven and a half years ago this patient began 
_ taking mild protein silver without the advice of a physician because of sinusitis. 
She used 15 per cent mild protein silver intranasally six times a day for four 
years. At the end of that time she began to notice that her face was becoming 
darker, presenting a slatelike color. A blood count on March 29, 1934, showed 
80 per cent hemoglobin, 3,700,000 red blood cells, 8,000 white blood cells and a 
differential count of 75 per cent polymorphonuclear basophils, neutrophils and 
eosinophils and 25 per cent lymphocytes and monocytes. The Wassermann reac- 
tion was negative. The stool and the urine were examined several times for silver, 
but results of these determinations were always negative. Histologic examination 
of the skin of the back of the neck on April 10, 1934, showed the presence of 
pigment within perivascular phagocytic cells and along the course of fibrillar 
processes. Various chemical tests revealed that the pigment was probably a silver 
compound. Roentgenograms on April 13, 1934, of the abdomen and all the 
extremities failed to disclose any evidence of metallic deposit or of sufficient bony 
or visceral changes to be of diagnostic import. Examination of the thorax revealed 
the presence of clouding of the base of the left lung, due to pleural thickening 
or engorgement with a possible small amount of exudate. Neurologic examination 
on April 7, 1934, showed the right palpebral fissure to be narrower than the left, 
but there was no ptosis of the eyelids. The size and the reaction of the pupils 
could not be determined because of dilatation with homatropine at the time of 
examination. Neurologic examination showed no abnormality except for hyper- 
active reflexes and pigmentation of the skin. There was marked dermographia. 
The narrowing of the palpebral fissure in the absence of ptosis suggested sympa- 
thetic involvement. This, together with the dermographia and the history, indi- 
cated a syndrome of autonomic imbalance. 

At present examination shows a bluish gray, slaty discoloration of the skin 
involving the entire integument and the entire mucous membrane, but especially 
the nasal mucosa and the soft palate. There is bluish discoloration of the parts 
exposed to light, while the rest of the skin remains ashy gray. 


Lichen Nitidus. Presented by Dr. Henry D. NILEs. 


M. B., a man aged 50, was first seen at the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital on May 15, 1937. At that 
time there were many flat-topped shiny skin-colored papules, the size of a millet, 
both discrete and in groups, on the glans penis, the flexor surfaces of the wrists, 
the webs of the fingers and the extensor surfaces of the forearms. The lesions 
were definitely elevated, nonviolaceous and nonpruritic. They had been present 
for three years. 

The reaction to a tuberculin test with a dilution of 1: 1,000,000 was 1 plus; of 
1: 100,000, 2 plus, and of 1: 10,000, 3 plus. The Wassermann test was negative. 
Urinalysis showed no abnormality. The histologic diagnosis of a section taken 
from the lesion or ©¢ right elbow was lichen nitidus. In one portion of the 
section the epidermis was thinned and the rete pegs flattened. Here spongiosis, 
parakeratosis and disorganization of the basal layer occurred. In the underlying 
papillary body an infiltrate of round and epithelioid cells was noted. The con- 
nective tissue was disintegrating in the infiltrated area. 

From June 19 to the present time the patient has received nineteen injections 
of from 10 to 50 mg. of sodium gold thiosulfate. The lesions on the elbows have 
disappeared, and the condition of the other areas was much better after the first 
eight injections. Improvement has continued, but there are still many tiny shiny 
flat papules on the penis, one or two on the flexor surface of the right wrist and 
a few between the fingers. 
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Onychodystrophy with Atrophy of the Bones of the Fingers, Due to 
Cervical Rib. Presented by Dr. ANTHONY C. CIPOLLARO. 


L. S., a woman aged 25, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital for Dr. Lionel C. Rubin. 
For the past two years she has had changes involving the nails of the thumb and 
the little finger of the left hand. The nails are everted, thin, discolored and 
attached only by the proximal portions. The terminal phalanges are smaller 
than nosmal. The skin is thin and shiny, and there appears to be a loss of the 
normal subcutaneous tissue. Several microscopic examinations have shown noth- 
ing relevant. There are no lesions elsewhere on the body. The Wassermann 
and the Kahn test were negative. Chemical examination of the blood on May 4, 
1937, showed a slight decrease of inorganic phosphates (2.1 mg. per hundred cubic 
centimeters) and a slight increase of calcium (11.5 mg.). The basal metabolic 
rate was normal. General physical examination showed no abnormality. Roent- 
genograms of the fingers of both hands showed a moderate degree of absorption 
of lime salts more or less tiiroughout the bones of the left hand. Though the 
atrophic condition was perhaps a shade more discernible in the terminal tuft of 
the thumb and the middle finger, there was evidence of infiltration of the soft 
tissue on the dorsal aspect of both of these fingers around the nails, suggesting 
paronychia. A roentgenogram of the cervical spine on Dec. 4, 1937, showed an 
articulated cervical rib on the left side of the seventh cervical vertebrae, extending 
downward and forward about 1 inch (2.5 cm.) and tapering toward the distal end. 
Otherwise no gross abnormality in position, detail or outline was demonstrable. 

The patient has responded to no treatment but has been put on a diet high in 
vitamins and viosterol therapy. 


Dermatophytosis, Onychomycosis and Tinea Corporis. Presented by Dr. 
GeorcE M. Lewis. 

H. H., a woman aged 34, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital for Dr. Royal Montgomery. 
She has an eruption involving the feet, the finger nails, the buttocks, the right 
arm, the right axilla and the left groin, which started four years ago, after 
rheumatic fever. 

The soles are dull red, and many fine branny scales are present. The finger 
nails are all involved. The nails are dystrophic, some of them undermined. The 
plates of some of the nails are lacking, and several are dull yellow. Several small 
red scaly macules are seen on the left and the right index finger. There are 
several small irregular scaly macules on the upper part of the right arm and the 
axilla, in the left groin and about the lower parts of the buttocks. 

Tinea was found on the hands, the feet, the finger nails and the toe nails. 
Culture showed Trichophyton purpureum. Injections gave the following results 
after twenty minutes: 

Test Area of 

Substance Reaction Erythema Result 
Catarrhal vaccine None 
(1:10) regular 
Oidiomycin 1 cm.; 4 cm. _ 
(Lederle) (1: 150) regular 
Trichophytin 1.5 cm.; 4.5 cm. a 
(Lederle) (1: 30) irregular 
Trichophytin 1.3 cm.; 4 cm. aoe 
(Metz) (1: 100) regular 
Microsporon 3 cm.; 5 cm. soe 
(Smith) (1: 30) pseudopods 

All results were negative after twenty-four and forty-eight hours. 

The condition has improved during application of compound ointment of benzoic 
acid. 
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Acrodermatitis Chronica Atrophicans (Associated with Livedo Reticu- 
laris). Presented by Dr. Davip BLoom. 


R. S., an Austrian Jewess aged 55, is presented from the Bellevue Hospital. 
She states that nineteen years ago a generalized macular eruption associated with 
generalized pruritus and paresthesia developed. This gradually receded to the 
locations of the present involvement about eight years ago. 

The present eruption consists of erythematoviolaceous, somewhat wrinkled and 
thinned skin in an elongated strip along the elbows, the extensor surfacgs of the 
forearms and the dorsa of the hands. The right forearm is more markedly 
involved, and there are two pea-sized and one almond-sized firm fibrous tumor 
on the elbow, apparently situated in the subcutis and the cutis. Both knees, par- 
ticularly the right, and the buttocks present a violaceous reticulated eruption which 
when closely examined suggests in some areas slight atrophy of the skin. 

The patieit has been complaining for many years of pains in the joints, par- 
ticularly of the hands, and because of the livedo-like eruption on the extremities, 
a diagnosis of Buerger’s disease was made. General medical and neurologic exam- 
inations showed no essential abnormality. The Wassermann reaction was negative. 
Examination of the blood showed 4,680,000 red blood cells, 12,000 white blood 
cells and 75 per cent hemoglobin. The differential count revealed 57 per cent 
polymorphonuclear leukocytes, 42 per cent lymphocytes and 1 per cent eosinophils. 
The past history was irrelevant, except for appendectomy twenty years ago and 
frequent urticarial attacks. 


Lupus Erythematosus (Annular Type). Presented by Dr. Max ScHEER. 


E. C., a woman aged 28, was first seen today at the Skin and Cancer Unit of 
the New York Post-Graduate Medical Schook and Hospital because of lesions on 
the forehead, the nose and the lower lip of four months’ duration. Examination 
shows about ten lesions, most of them on the forehead, one on the right ala of the 
nose and several on the lip. The lesions on the forehead are round or oval and 
about 1 cm. in diameter. Several of them present a depressed, atrophic-appearing 
center and a sharply defined red border, which is slightly raised and in places 
covered with adherent scales. A few of the lesions do not present a ringed 
appearance but are erythematous and slightly raised, with adherent scales. On 
the left side of the lower lip is a pea-sized erythematous area which is sharply 
defined and covered with a thin scale. There is a similar lesion about 2 mm. in 
diameter on the right side of the lower lip. 


Lichen Nitidus. Presented by Dr. Van AtstyNe H. Corne-t. 


N. C., a boy aged 8 years, was first seen at the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital one week ago. Over the 
back and on the sides of his arms is an eruption composed of closely aggregated, 
horny papules varying in size from that of a pinpoint to that of a pea. On the 
penis are a few small shiny papules. He has no subjective symptoins. The 
eruption has been present for two years. 

Intradermal tuberculin tests gave negative results. Histologic examination 
showed lichen nitidus. 


A Case for Diagnosis (Pustular Psoriasis?). Presented by Dr. ANTHONY 
C. CIPOLLARo. 


A Case for Diagnosis (Eczema?). Presented by Dr. E. Witt1am AsramMowl!7z. 


Parapsoriasis. Presented by Dr. Marion B. SULZBERGER. 


Verruca Plana, Verruca Vulgaris and Eczema. Presented by Dr. Grorce 


M. Lewis. 
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A Case for Diagnosis (Dermatitis Medicamentosa Due to Belladonna?). 
Presented by Dr. Larrp S. Van Dyck. 


Lichen Planus Verrucosus. Presented by Dr. E. WiLtt1AM AsBRAMOWITZ. 
Syphilis (Late Secondary Lesions)., Presented by Dr. EuGene F. Travus. 
Lupus Erythematosus. Presented by Dr. NATHAN SoseEL. 


Urticaria Pigmentosa. Presented by Dr. NATHAN SOBEL. 


Roentgen Dermatitis. Presented by Dr. Grorce M. Lewis. 
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Book Reviews 


Elektroendosmose am Menschen experimentell und klinisch. By M. A. 
Schoch (Berne, Switzerland). Pp. 142. Berne, Switzerland: Paul Haupt 
Academische Buchhandlung, 1938. 


Attempts to use galvanic current for the introduction of medicaments through 
and into the skin can be traced to the middle of the eighteenth century. In the 
last two decades there has been a considerable revival of interest in electro- 
phoresis. This has prompted the author to undertake a critical study of the 
knowledge accumulated and to carry out extensive experiments and clinical work 
with this method. 

This excellent monograph consists of four parts, of which the first deals with 
the physical chemistry and the physiology of electro-endosmosis, a term the 
author chooses because the mechanism of the introduction of chemicals into the 
living cell differs from iontophoresis and has to be interpreted as electrokinesis 
through complicated membranes. This consideration is of great practical impor- 
tance. The rest of the chapter deals with the physiologic aspects and the 
technic of electrophoresis and contains particularly interesting data about electro- 
endosmotic local anesthesia. That substances introduced through the skin by 
electrophoresis are eliminated by the urine is demonstrated in the second chapter, 
in reference to fluorescein. The third chapter reviews the literature on the 
clinical applications of electrophoresis. The number of medicaments and of indi- 
cations for their use is impressive; less so is the critical reading of the actual 
results. Besides cocaine anesthesia, the use of iodine, including potassium iodide, 
and of copper still seems to be the most frequently justifiable method in dermato- 
logic practice. The author has made thorough experiments with sulfur in the form 
of sodium sulfide, and his results, especially in the control of itching in cases 
of neurodermatitis and eczema and in the treatment of psoriasis, are promising. 
He cannot help pointing out that the obstacles to the practical application of the 
method are the complicated technic, which has to be mastered thoroughly, and 
the factor of time. The fourth chapter deals with the electrophoresis of hista- 
mine, This subject is sufficiently familiar, but there is one observation the 
author reports which seems of considerable interest and importance: He found 
that the skin of patients with hepatic disease was far more sensitive to the intro- 
duction of histamine than that of normal persons. 

This book can be highly recommended to the physician, and particularly to 
the dermatologist, who is interested in this special field or wishes to use this 
technic for dermatologic investigations. 


Die Behandlung der Haut- und Geschlechtskrankheiten mit kurzer Diag- 
nostik. By Erich Hoffmann, M.D., regular professor at the University of 
Bonn, Germany. Sixth edition, greatly enlarged. Octavo, price, 14.80 marks. 
Pp. 347, with 103 illustrations, 2 colored plates and 12 tables. Berlin, Ger- 
many: A. Marcus & E. Weber’s Verlag, 1937. 


Only a dermatologist and teacher of great experience could succeed, as Erich 
Hoffmann has done, in presenting a readable and balanced survey of the treat- 
ment of cutaneous and venereal diseases in a volume of moderate size. 

Hoffmann acknowledges, graciously and generously, that the task of keeping 
his book (now in the sixth edition) up to date was lightened through the collab- 
oration of his former and present assistants and students (Professors Zurhelle, 
Schreus, Stthmer and Marchionini and Drs. Proppe, Nohara and Corman). 

After reviewing succinctly the anatomic, physiologic and chemical aspects of 
the skin and touching on the hereditary transmission of anomalies, the author 
shows illustrations of the histologic characteristics of certain cutaneous lesions 
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and discusses the functional test of cutaneous allergy and its application to the 
diagnosis of cutaneous diseases. He refers to the role which endocrinoses and 
avitaminoses play in the etiology of cutaneous diseases and offers for considera- 
tion his hypothesis of the ectophylactic and endophylactic mechanism of the 
autarcetic and immunizing functions of the integument. 

A general chapter on treatment describes the modern methods of cutaneous 
therapy. The practical usefulness of the author’s therapeutic suggestions is con- 
siderably impaired by the circumstance that the manufacturers of different coun- 
tries market their preparations under different names. Hoffmann summarizes 
next the diagnosis not only of the more commonly seen cutaneous diseases but 
of many comparatively rare conditions. 

Emphasizing the advantages of the schedule of treatment inaugurated at the 
clinic in Bonn, Germany, the codiscoverer of Spirochaeta pallida conveys sound 
information on the diagnosis and the treatment of syphilis. Since gonorrhea is 
treated in the dermatologic clinics of continental Europe, a description of that 
disease and of its treatment is included in the book. The social importance of 
venereal diseases and their prevention receive due consideration. 

If I were asked to formulate my impression of Hoffmann’s treatise in a few 
descriptive words, I should characterize it as a clearly written, easily under- 
stood and instructively illustrated miniature encyclopedia on dermatology and 
venereology. 


Fever Therapy. By Walter M. Simpson, M.D., and William Bierman, M.D. 
Price, $5. Pp. 486. New York: Paul B. Hoeber, Inc., 1937. 


This volume on fever therapy consists of abstracts and discussions of papers 
presented at the First International Conference on Fever Therapy. 

The subject matter of the volume appears in three languages, English, French 
and German. After struggling through the English version, I feel a great deal 
of sympathy for Banquo’s ghost. After picking up the bones dropped from the 
banquet table and by assiduous gnawing acquiring some nutriment from the shreds 
of meat, I must then endure the tortures of hell-fire. There are just enough ideas 
presented by the different authors to make one wish that a complete bibliography 
had been given, but since none appears, few will have the energy to collect the 
evidence. 

There is a great deal of give and take between the three schools concerning 
the comparative value of external heat and of short wave therapy in the produc- 
tion of fever in human subjects, with each side giving, taking and allowing. The 
main part of the volume consists of a discussion of the effect of heat in the treat- 
ment of syphilis, gonorrhea, rheumatic fever, endocarditis, chorea and dengue; 
a few special forms of psychosis are brought under the fever regimen. The various 
clinical and physiologic conditions produced in the human body by artificial heat 
are discussed. 

A great many opinions are offered by the different authors. After more 
experience with heat therapy and the development of more mature judgment of 
its importance in the treatment of early syphilis, some of the more sanguine 
authors will probably have to do some swift back pedaling, especially regarding 
one statement: “This treatment will cure most patients with early syphilis 
promptly, surely and permanently.” Of course, the author of that statement 
intended it to have the proviso that the heavy metals be used in connection with 
the heat, but even such a statement must be looked at askance. 

Again, the technic of injecting malarial blood into the frontal lobe of the 
brain, as has been done by a French contemporary, is a little far fetched and of 
questionable therapeutic value. It is evident that practitioners are still in the dark 
concerning the first principles of this form of treatment, but the authors of this 
volume have attempted, and to a certain degree successfully, to clear up certain 
questions concerning fever therapy in the treatment of syphilis. 

The book is interesting, but it leaves one with the feeling of having been at 
a banquet at which the dessert was served first and the entrée completely forgotten. 
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Artificial Fever, Produced by Physical Means: Its Development and 
Application. By Clarence A. Neymann. Price, $6. Pp. 294. Springfield, 
Ill.: Charles C. Thomas, 1937. 


The subject of artificial fever produced by physical means is presented for the 
first time in book form. The entire literature on this subject up to 1937, including 
556 references, is reviewed. The history of artificial fever therapy, the physiologic 
changes produced in the human body by high temperatures and the technic of 
inducing fever by physical means occupy the first five chapters. The author con- 
siders electromagnetic induction combined with the use of an air-conditioned 
cabinet the method of choice. The dangers and contraindications of artificial fever 
therapy are adequately stressed. 

Chapters 6 to 12 deal with those clinical conditions for which this type of 
therapy has been sufficiently used to justify drawing definite conclusions as to its 
value. They include the various forms of syphilis of the central nervous system, 
primary and secondary syphilis, multiple sclerosis, chorea minor, arthritis, gonor- 
rhea and asthma. Excellent therapeutic results are obtained in dementia paralytica 
and other forms of syphilis of the central nervous system which prove resistant to 
drug therapy, in chorea minor and in gonorrheal infections. The author points 
out that artificial fever therapy has been tried in the treatment of numerous con- 
ditions as a last resort when the procedure was entirely illogical and therefore 
produced poor results. 

Artificial fever therapy is a hospital procedure and should be administered 
only by thoroughly trained personnel. 

The book is well arranged and carefully edited, and the material is presented 
in an interesting manner. The author, however, uses the word “biweekly” incor- 
rectly in several places. 

The subject of artificial fever therapy is a new one, and undoubtedly many 
of the thoughts expressed in this treatise will require revision after further 
experience. 


The Cerebrospinal Fluid. By H. Houston Merritt and Frank Fremont-Smith. 
Price, $5. Pp. 333. Philadelphia: W. B. Saunders Company, 1937. 


In this volume the authors present an analysis of the cerebrospinal fluids 
examined by them since 1926 and show the value of examination of the spinal 
fluid in differentiating diseases of the central nervous system. They made careful 
studies of the normal as well as the pathologic physiology. An important feature 
of their investigations was the examination of the fluid in relation to the stage 
of the disease process, as they found that a given change in the fluid has a 
different clinical significance in the early stages than it has in the terminal 
stages of a disease. They stress the importance of measurements of pressure, 
a procedure too frequently neglected. 

The results of examination of 21,000 specimens of fluid furnish the working 
basis of their report, which is divided into eight chapters with the following 
headings: (1) “Historical Data”; (2) “Anatomy and Physiology”; (3) “Chem- 
istry and Pathologic Physiology”; (4) “Technic of Lumbar and Cistern Punc- 
ture and Routine Examination of the Fluid”; (5) “Cerebrospinal Fluid 
Syndromes” (over 94 conditions); (6) “Therapeutic Use of Lumbar Puncture” ; 
(7) “Roentgenography of the Ventriculosubarachnoid Space,” and (8) “Methods.” 

A chart, “Cerebrospinal Fluid in Differential Diagnosis,” is appended. 

The bibliography contains many references to the work of European and 
American authors. It is noted, however, that the reports of Dr. John A. Fordyce 
and others on the results of examination of the spinal fluid in the various stages 
of syphilis have been overlooked. The work of pioneers in this field in this 
country certainly is worthy of mention. 

The authors have presented a valuable contribution to the study of the cere- 
brospinal fluid in health and in disease, and the book can be highly recommended. 
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An Introduction to Dermatology. By Richard L. Sutton, M.D., and Richard L. 
Sutton Jr., M.D. Third edition. Price, $5. Pp. 666, with 229 illustrations. 
St. Louis: C. V. Mosby Company, 1937. 


The new third edition of Sutton and Sutton’s “An Introduction to Dermatology” 
definitely establishes it as one of the foremost books for the instruction of under- 
graduate medical students. Particularly commendable are the first seven chapters, 
which deal with anatomy, embryology, physiology and the general etiology, 
symptomatology, diagnosis and treatment of the various dermatoses. An attempt 
has been made to make a somewhat different classification, as far as possible on 
the basis of etiology. The addition of data on numerous recently described con- 
ditions, together with the revision of the data on some of the older diseases to 
conform to new discoveries, brings the book up to date. Avitaminosis is touched 
on in a satisfactory chapter on metabclic diseases. The exanthemas, though given 
but a small place, at least are included and are well handled. The division on nevi 
and nevic diseases, though adequate according to usual standards, does not clear 
up the prevailing confusion of classification. “Melanoma (melanotic sarcoma)” 
(page 351) is not the generally accepted classification at the present time—only 
“blue nevus” being thought to produce this type of change—but the author does 
speak of “pigmentary or melanotic carcinoma” elsewhere (page 331). In the dis- 
cussion of syphilis the authors have included the important findings of the Coopera- 
tive Clinical Group. As the title indicates, the book is not intended as a reference 
volume, but neither is it in the class of a mere compendium. Thus it ideally fulfils 
its purpose as a textbook for the student. 


Handbook on Social Hygiene. Edited by W. Bayard Long, M.D., Attending 
Dermatologist and Director of Dermatology and Syphilis Clinics in St. Luke’s 
Hospital, New York; Chairman, Social Hygiene Committee, New York 
Tuberculosis and Health Association; and Jacob A. Goldberg, M. A., Ph.D., 
F.A.P.H.A., Secretary, Social Hygiene Committee, New York Tuberculosis 
and Health Association, and Social Hygiene Council of Greater New York; 
foreword by Edward L. Keyes, M.D. Price, $4. Pp. 442, with 62 engrav- 
ings. Philadelphia: Lea & Febiger, 1938. 


There has long been a recognized need for a source book on the various 
aspects of social hygiene. The editors of this volume were fortunate in securing 
the whole-hearted cooperation of eminent authorities in the respective phases of 
the subject. 

The book includes material on the campaign against syphilis and gonorrhea, 
by Dr. William F. Snow; the history and the cutaneous manifestations of syphilis, 
by Dr. Howard Fox; the diagnosis and treatment of syphilis, by Dr. W. Bayard 
Long; syphilis of the nervous system, by Dr. I. S. Wechsler, and the medical 
aspect of syphilis, by Dr. I. Ogden Woodruff. In addition, there is a chapter 
on prenatal and congenital syphilis and a number of chapters on gonorrhea by 
prominent authorities. 

The paper, the printing, the illustrations and the format of the book in gen- 
eral are excellent. All in all, it is a book that is needed, and the work has 
been excellently done. 
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The asterisk (*) preceding the page number 
indicates an original article in the Archives. 
Subject entries are made for all articles. Au- 
thor entries are made for original articles and 
society transactions. Biographies, Book Re- 
views, Editorials, Obituaries and Society Trans- 
actions are indexed under these headings in 
their alphabetical order under the letters B, 
E, O and §S, respectively. 


Abnormalities and Deformities: See under 
names of diseases, organs and regions, as 
Atrophy; Nails, abnormalities; Pigmenta- 
tion; Skin, abnormalities; etc. 

congenital anomaly of appendages of skin, 
case for diagnosis, 145 

Abramowitz, E. W.: Dermatitis due to cocobolo 

wood, *441 

Leukonychia striata, 1087 

Morphea-like type of basal cell epithelioma, 
910 


Sycosis vulgaris, improved by sulfanilamide, 
1086 


Abscess: See under names of organs and 
regions 


Acetarsone: See under Lichen planus ; Syphilis ; 


Acetyl-8-Methylcholine: See Extremities, blood 


supply 
Achromia: See Nevi; Pigmentation, cutaneous 
Acid, Ascorbic: See Vitamins, C 
Tannic: See Burns 


Acne, dermatosis industrialis (acneform type), 
336 


indurata with neurotic excoriations and hy- 
pertrophic scars, 916 
rosacea, 132 
rosacea or papuionecrotic tuberculid, 897 
rosacea, rosacea keratitis (tuberculous kera- 
titis or Lewandowsky’s tuberculid), 684 
severe, probably associated with changes in 
central nervous system, 362 
“sex hormone” therapy in, 94 
varioliformis or rosacea-like tuberculid of 
Lewandowsky, 890 
vulgaris, cystic, treated successfully with 
staphylococcus toxoid, 148 
vulgaris, incidenee in Chicago region, *975 
Acridine dyes, atabrine pigmentation, 89 
Acrocyanosis with xanthoma-like nodules of el- 
bows, case for diagnosis, 538 
Acrodermatitis chronica atrophicans, 151, 727, 


chronica a‘:ophicans associated with livedo 
reticularis, 1091 
chronica atrophicans (preatrophic boggy in- 
filtrations), 887 
chronica atrophicans, pseudoscleroderma in 
course of; its place among sclerodermas, 
1056 
continua (Hallopeau), or pustular psoriasis, 
104 
Acrodynia, infantile, geographic distribution of, 
311 


Acrosclerosis: See Extremities, diseases ; Sclero- 
derma 
Actinomycosis, 718. 


See also Mycetoma 


Addison’s Disease in Negro, 926 
tuberculosis of suprarenal glands (Addison’s 
ceaney with report of 7 verified cases, 
use of glycerol extract of adrenal cortex in 
treatment of adrenal insufficiency, 1051 
Adenitis: See Lymph Nodes 
Adenocarcinoma of breast, 528 
Adenoma, contribution to knowledge of morbus 
Bourneville-Pringle and of Recklinghau- 
sen’s neurofibromatosis, 853 
sebaceum, contribution to knowledge based on 
studies of spinal fluid, encephalograms, 
etc., 854 
— (adenomatosis of sweat glands), 


Adolescence, disappearance of psoriasis at on- 
set of puberty, 511 

Adrenal Preparations, use of glycerol extract of 
adrenal cortex in treatment of adrenal 
insufficiency, 1051 

Adrenals, Tuberculosis: See Addison’s Disease 

Age, histologic studies of human skin; changes 
according to region and to age, of different 
elements of skin with consideration of 
changes of elastic fibers with age, 666 

histologic studies of human skin; nature of 
senile changes of skin, 854 
histology of human skin; differences in elas- 

tic fibers of skin according to sex and age, 
664 

Agranulocytosis: See Angina, agranulocytic 

Alcohol, effect on penetration of bismuth into 
central nervous system, 661 

Alden, H. 8.: Dermatitis venenata from use 
of physostigmine salicylate in eye, *82 

Alderson, H. E.: Cold therapy in dermatology ; 
new freezing gas, *234 

Aleppo boil, oriental sore, 332 


Allergy: See Anaphylaxis and Allergy 

Allington, H. V.: Erythema elevatum diu- 
tinum, plus erythematous eruption of face? 
884 

Alopecia: See also Hair, removal 


areata and alopecia cicatrisata, 533 

areata due to arsenic and arsenical derma- 
titis, 344 

areata, extensive, results of treatment, 1073 

areata in 4 members of 1 family, 143 

areata or tinea capitis, 903 


areata; roentgen studies of sella turcica, 
*1008 
diffuse, 340 


epilating action of ethyl gasoline, *35 
totalis, congenital and familial, 508 
de Amicis Syndrome: See Prurigo 
Amshel, F.: Lupus erythematosus, 161 
Amyloidosis, 913 
— dermatitis resembling amyloidosis, 


primary systemic amyloidosis, 330 
Anaphylaxisis and Allergy: See also Asthma; 
Eczema; Rhus, poisoning; etc. 
acquired specific hypersensitivity to simple 
chemicals; cheilitis with reference to sen- 
sitivity to lipstick, *597 
allergy, 90 
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Anaphylaxis and Allergy—Continued 
allergy, review of literature of 1936, 508 
anaphylactic sensitization with chemically 
definite compounds, 850 
collapse while swimming; most dangerous 
consequence of hypersensitiveness to cold, 
509 
eczematous eruptions produced by leaves of 
trees and bushes, *583 
generalized seborrheic eczema or allergic 
dermatitis, 667 
interstitial keratitis; cutaneous testing to de- 
termine sensitivity to corneal tissue, 125 
new method of making multiple patch tests, 
*198 
recurrent reaction to patch test, *495 
studies on sensitization of animals with 
simple chemical compounds, 89 
Anderson, C. R.: Mycosis fungoides, case for 
diagnosis, 1069 : 
Anderson, N. P.: Arsenic-resistant syphilis, 
900 
Diffuse alopecia, 340 
Purpuric lichenoid dermatitis of Gougerot and 
Blum, 1062 
Syndrome of spoon nails, anemia, cheilitis 
and dysphagia, *816 
Toilet seat dermatitis, 902 
Tuberculosis verrucosa cutis, 902 
Xanthomatosis in child, Recklinghausen’s dis- 
ease in mother or Recklinghausen’s dis- 
ease (forme fruste) in child, 342 
Anderson, S. C.: Keratoderma blennorrhagicum, 
1065 
Mycosis fungoides, 904 
Xanthoma diabeticorum, 1065 
Andrews, G. C.: Polycythaemia vera, 527 
Treatment of angioma ased on 10 years’ ex- 
perience at Vanderbilt Clinic, *573 
Verrucous nevus, systematized, 732 


Anemia, aplastic, following use of neoarsphen- 
amine, *787 
sickle cell, with ulcers on legs, 866 
syndrome of spoon nails, anemia, cheilitis 
and dysphagia, *816 
Anetoderma: See Atrophy 
Angina, agranulocytic; experimental investiga- 
tions of action of gold and of antimony 
preparations on granulopoietic system, 94 


Angioma, simple treatment of, 97 
treatment based on 10 years’ experience at 
Vanderbilt Clinic, *573 


Ankles, pigmentation of ankles and eyelids? 
363 


Anthracosis: See Pneumoconiosis 
Antigens and Antibodies, does gonadotropic 
hormone induce antibodies or antihor- 
mones’? 509 
Antimony, experimental investigations of action 
of gold and of antimony preparations on 
granulopoietic system, 94 
Anus, acute perineal and perianal ulcers 
(cause’?), 724 
Aortitis, microscopic pathologic appearance of 
aorta in treated and untreated patients 
with syphilitic aortitis, 1050 
Aphthae: See Stomatitis 
Apparatus, superficial intraoral use of roentgen 
rays; report of use of Chaoul tube, *279 
treatment of chronic dermatitis by cataphor- 
etic method, *797 
visible contact tester, 850 
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Arday, E. J.: Superficial basal cell epithelio- 
matosis; arsenical keratoses of palms and 
soles, 331 

Argyria: See under Silver 

Arsenic and Arsenic Compounds: See also 
Arsphenamines ; Tryparsamide 

alopecia areata due to arsenic and arsenical 
dermatitis, 344 

superficial basal cell epitheliomatosis; arsen- 
ical keratoses of palms and soles, 331 

Arsphenamines: See also under Syphilis 

aplastic anemia following use of neoars- 
phenamine, *787 

effect of sun; fixed eruption in sunburned 
areas of skin after ingestion of pheno- 
barbital and during medication with ars- 
phenamine, 351 

“erythema of ninth day” complicated by 
acute hepatitis and jaundice on continu- 
ation of arsphenamine therapy, *1031 

experimental studies on coproporphyrinuria 
during arsphenamine therapy, 664 

fixed eruption due to, 144 

hepatic function in arsphenamine exanthem, 
1056 

studies on _ sensitization of animals with 
simple chemical compounds, 89 

unusual reticular fibro-atrophoderma follow- 
ing arsphenamine dermatitis, *987 

Art, physicians’ art exhibit, 497 

Arthritis, atrophic, scleroderma, sclerodactylia, 
silicosis and pseudoxanthoma elasticum, 335 

Ascaris extracts and cutaneous reaction, 1055 


Asthma: See also Anaphylaxis and Allergy 
allergy to dyes; contact dermatitis from 
Easter egg dye; asthma and urticaria from 
metaphen, 1052 
syphilitic, with atrophic cirrhosis in acquired 
syphilis; report of case, *805 
Astrachan, G. D.: Lupus erythematosus in 
patient with lichen planus, 1082 
Atabrine: See Acridine dyes 
Ataxia, atrophic areas of subcutaneous layer 
of fat in patient with Friedreich’s ataxia 
and diabetes mellitus treated with injec- 
tions of insulin, 534 
Atrophoderma: See Atrophy 
Atrophy: See also Acrodermatitis chronica 
atrophicans ; Poikiloderma atrophicans vas- 
culare; and under names of organs and 
regions, as Bones; Nerves, optic; ete. 
anetoderma of Jadassohn or pseudoxanthoma 
elasticum, 144 
atrephic areas of subcutaneous layer of fat 
in patient with Friedreich’s ataxia and 
diabetes mellitus treated with injections of 
insulin, 534 
hemiatrophy with atrophying scleroderma, 518 
macular, and leukoderma, 155 
Avitaminoses: See under Vitamins 
Ayres, S., Jr.: Epidermolysis bullosa, 1063 
Nevus or tumor, case for diagnosis, 902 
Psoriasis or erythroderma (toxic), 344 
Purpuric lichenoid dermatitis of Gougerot 
and Blum, 1062 
Sycosis vulgaris or lupus erythematosus, 2 
cases for diagnosis, 1061 
Two cases of dermatophytosis (epidermophy- 
ton rubrum), 1066 
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Bacteria: See also Streptococci; Viruses; etc. 
constant bacterial flora in children’s hair, 311 
non, L.: Tinea versicolor involving scalp, 


Baldness: See Alopecia 
a, = I.: Tinea capitis or alopecia areata, 


Tuberculosis cutis, 1067 
Bancroft, I. R.: Alopecia areata due to arsenic 
and arsenical dermatitis, 344 
Poikiloderma atrophicans vasculare, 344 


Barberry, foreign body (barberry) dermatitis, 
872 


Barbital and Barbital Derivatives, effect of sun; 
fixed eruption in sunburned areas of skin 
after ingestion of phenobarbital and during 
medication with arsphenamine, 351 


Barney, R. E.: Zosteriform leukaemia cutis, 
*238 


Barr, J. W.: Ulcer of lip, case for diagnosis, 
160 


Barrett, C.: Mesenchymoma; new type of 
turban tumor, *444 
Bechet, P. E.: Acne indurata with neurotic 


excoriations and hypertrophic scars, 916 

Basal cell epithelioma in a woman aged 24, 
119 

Deciduous skin, *267 

Extensive alopecia areata; results of treat- 
ment, 1073 

Extensive prickle cell and basal epithelioma ; 
results of treatment, 731 

Henry Granger Piffard; great factor in prog- 
ress of American dermatology, *781 

Melanoma or pigmented epithelioma, 909, 919 

Molluscum contagiosum simulating verruca 
plana, 897 

Rosacea or papulonecrotic tuberculid, 897 

Becker, F. T.: Cutaneous ulcers of leg, asso- 
ciated with ulcerative colitis, 155 
Becker, S. W.: Case for diagnosis, 696 

Lichenoid dermatitis resembling amyloidosis, 
709 

Naevus unius lateris with microscopic picture 
resembling keratosis follicularis, 102 

Permanent pigmentation following application 
of ferrous sulfate for treatment of poison 
ivy, 920 

Pityriasis lichenoides et varioliformis acuta, 


Postinflammatory melanosis (sensitization?), 
lll 
Pustular psoriasis or acrodermatitis con- 
tinua (Hallopeau), 104 
Seborrheic psoriasis, case for diagnosis, 712 
Vitiligo, 99 
Beinhauer, L. G.: Pathogenesis of noncaseat- 
ing epithelioid tuberculosis of hypoderm and 
lymph glands, *451 
Pigmentation of skin, case for diagnosis, 160 
Benedek, T.: Leukoderma following pityriasis 
rosea, 103 
Berkovsky, M.: Lymphoblastoma, case for diag- 
nosis, 537 
Bernstein, E. T.: Argyria (generalized) result- 
ing from intranasal use of mild protein 
silver, 1089 
“Systemic” sarcoidosis, 1078 


Besnier-Boeck’s Disease: See Sarcoid 
Biederman, J. B.: New method of making mul- 


tiple patch tests, *198 
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Binkley, G. W.: Acrosclerosis, 321 

Argyria or leukoplakia of tongue, 327 

Boeck’s disease (generalized sarcoid), 320 

Clinical excretion of bismuth; excretion of 
sobisminol and of some other bismuth prep- 
arations for oral administration, *993 

Dermatitis herpetiformis or erythema exsu- 
dativum multiforme, 334 

Dermatophytosis from horse, 329 

Group of cases of tinea capitis, 326 

Hutchinson and Boeck’s sarcoid, 329 

Naevus epitheliomato-cylindromatosus, *289 

Pemphigus, 333 

Precocious tertiarism in early syphilitic re- 
lapse, 335 

Primary systemic amyloidosis, 330 

Subacute disseminate lupus erythematosus, 
325, 326 


BIOGRAPHIES: 


Antonio Nufiez Ribeiro Sanchez (1699-1783) ; 
eighteenth century syphilologist, *1040 


Birt, A. R.: Quinine bisulfate as desensitizing 
agent in treatment of lupus erythematosus, 
*247 

Bismuth and Bismuth Compounds, changes in 
growing skeleton after administration of 
bismuth, 507 

clinical excretion ; 
and of some other bismuth 
for oral administration, *993 

dermatitis exfoliativa following medication 
with bismuth, 98 

effect of alcohol on penetration of bismuth 
into central nervous system, 661 

in spinal fluid after administration of iodo- 
bismitol, *1003 


excretion of sobisminol 
preparations 


in Urine: See under Urine 
Therapy: See under names of various dis- 

eases, i. e., Syphilis; etc. 
Blastomycosis, 356. See also Coccidioides ; 


Cryptococcosis ; Moniliasis 

case for diagnosis, 925 

chromoblastomycosis, 514 

of nasal septum, 711 

paronychia and onychia blastomycetica (Pan- 
aritium blastomyceticum), 94 

Blood: See also Leukocytes 

cholesterol; leukoplakia electrogalvanica and 
hypercholesterica ; contribution to leuko- 
plakia idiopathica, 512 

Diseases: See Anemia; Leukemia; etc. 

fats and lipoids; serum lipids in eczema and 
in other pathologic conditions, 1049 

fats and lipoids; serum lipoid in experimental 
rabbit syphilis, 312 

inorganic phosphorus in blood of patients with 
psoriasis, 94 

picture before and after fever therapy by 
physical means, 1049 


Bloom, D.: Acrodermatitis chronica atrophi- 
cans (associated with livedo reticularis), 
1091 


Granuloma annulare, 905 

Lichen sclerosus et atrophicus (Hallopeau), 
671 

Lupus erythematosus bullosus, 140 

Lymphoblastoma or xanthoma, 918 

Osler’s disease (hereditary familial telangi- 
ectasis), 678 

Sarcoid of Boeck, 861 

Boeck Sarcoid: See Sarcoid 
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Bones, changes in growing skeleton after ad- 
ministration of bismuth, 507 
Diseases: See Osteitis; etc. 
onychodystrophy with atrophy of terminal 
phalanges caused by cervical rib, 917, 
1090 


study of osseous remains of ‘“‘Mound Build- 
ers” of eastern Arkansas, 1049 
study of osseous remains of primitve race 
who once inhabited shelters of bluffs of 
Ozark Mountains, 660 
Bonnevie, P.: Eczematous eruptions produced 
by leaves of trees and bushes, *583 


Boox ReEvIEws: 


Arsenicodermie ; R. Simons, 736 

Artificial Fever, Produced by Physical 
Means: Its Development and Application ; 
C. A. Neymann, 1095 

Behandlung der Haut- und Geschlechtskrank- 
heiten mit kurzer Diagnostik; E. Hoffmann, 
1093 


Cerebrospinal Fluid; H. H. Merritt and F. 
Fremont-Smith, 1095 

Cutaneous Cancer and Precancer: Practical 
Monograph; G. M. MacKee and A, 
Cipollaro, 932 

Diseases of Skin: Manual for Students and 
Practitioners; R. W. MacKenna, 931 

Electroendosmose am Menschen experimentell 
und klinisch; M. A. Schoch, 1093 

Fever Therapy; W. M. Simpson and W. 
Bierman, 1094 

Handbook on Social Hygiene; W. B. Long 
and J. A. Goldberg, 1096 

Introduction to Dermatology; R. L. Sutton 
and R. L. Sutton Jr., 1096 

Lehrbuch und Atlas der Haut- und Gesch- 
lechtskrankheiten ; K. Zieler, 371 

Practical Methods in Diagnosis and Treatment 
of Venereal Diseases, for Medical Practi- 
tioners and Students; D. Lees, 164 

Practical Treatise on Diseases of Skin for 
Use of Students and Practitioners; 0. S. 
Ormsby, 735 

Some Fundamental Aspects of Cancer Prob- 
lem; edited by H. B. Ward, 543 

Study of Allergic Metabolism Reaction in 
Isolated Tissues with Special Reference to 
Allergic Skin Affections; G. Bostrém, 163 

Theoretical Principles of Roentgen Therapy ; 
edited by E. A. Pohle, 932 

Twenty-Five Years of Health Progress; Study 
of Mortality Experience Among Industrial 
Policyholders of Metropolitan Life Insur- 
ance Company, 1911 to 1935; L. I. Dublin 
and A. J. Lotka, 544 

Who Gave World Syphilis? Haitian Myth; 
R. C. Holcomb, 735 


Bourneville-Pringle’s Disease: See Sclerosis, 
tuberous 
Bowen, S. C.: Three cases of tuberculosis ver- 
rucosa cutis, 324 
Bowen’s Disease: See Cancer, precancer 
Brain: See also Meninges; Nervous System 
roentgenography; contribution to knowledge 
of adenoma sebaceum based on studies of 
spinal nuid, encephalograms, etc., 854 
Syphilis: See under Syphilis 


Breast, adenocarcinoma of, 528 
cancer en cuirasse, 1060 
cancer; erysipelas carcinomatosum, 691 
cancer; infection or carcinomatous infiltra- 
tion, 1061 
Paget’s disease of nipple, 866 
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Brock, W. G.: Dermatitis factitia; ulcers of 
leg, 369 
erythematosus disseminatus subacutus, 
3 


Lupus vulgaris of neck, 367 
Burns, plastic repair for burn with radium, 
1060 


rationale of tannic acid-silver nitrate treat- 
ment, 1053 
Butterworth, T.: Enlarged circumvallate papil- 
lae, case for diagnosis, 135 
Tuberculosis cutis, occurring with syphilis, 
135 
Buttocks, hyperhydrosis of, 879 
Byrne, L. A.: Acquired specific hypersensitivity 
to simple chemicals; cheilitis with refer- 
ence to sensitivity to lipstick, *597 


Calcification, cutaneous calcinosis, 137 
Calcinosis: See Calcification 
Calcium, influence on porphyrinuria in lead in- 
toxication, 95 
Callaway, J. L.: Relapse in lupus erythemato- 
sus after treatment with sodium gold thio- 
sulfate, *627 
Callus, melanosarcoma resulting from callus, 2 
cases, 312 
Campbell, H. S.: Plastic repair for burn with 
radium, 1060 
Cancer: See also Adenocarcinoma; Choriocar- 
cinoma; Sarcoma; Tumors; and _ under 
names of organs and regions, as Breast; 
Lips ; Neck; etc. 
and tobacco, 512 
early epidermal neoplasia; description and 
interpretation ; theory of mutation in origin 
of cancer, *737 
epidermoid, and melanosis of forearm, 161 
importance of statistical investigations in 
campaign against cancer, 507 
management of* metastatic carcinomatous 
glands in neck, *43 
metastatic, case for diagnosis, 725 
metastatic, in skin of neck, 875 
precancer; Bowen’s disease, 539 
Capillaries: See also Skin, blood supply 
dermatoscopic investigations of capillary loop 
in leprous skin, 666 
Carbarsone: See Trichomoniasis 
Carcinoma: See Cancer 
Caro, M. R.: Livedo reticularis, 113 
Pemphigus; treatment with sulfanilamide; 
preliminary report, *196 
Carbuncle, dermatologic versus surgical treat- 
ment of carbuncles and furuncles, 850 
new method for opening carbuncle, 1053 


Carpenter, C. C.: Treatment of impetigo con- 
tagiosa with compound chlorhydroxyquino- 
line ointment, *307 


Cells: See also Tissue 
division ; prognostic value of mitosis count in 
biopsies of lymphosarcoma, 507 
Cerebrospinal Fluid and herpes zoster, 510 
bismuth in fluid after administration of iodo- 
bismitol, *1003 
contribution to knowledge of adenoma sebac- 
eum based on studies of spinal fluid, en- 
cephalograms, etc., 854 
studies in syphilis with manifest symptoms, 
particularly on fractional determination of 
proteins, 664 


Cervix: See under Uterus 
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Chambers, S. O.: Keratoderma blennorrhagi- 
cum, 1065 
Mycosis fungoides, 904 
Xanthoma diabeticorum, 1065 
Chaoul tube, superficial intraoral use of roent- 
gen rays; report of use of Chaoul tube, *279 
Chargin, L.: Asymptomatic syphilis associated 
with positive Wassermann and negative 
Laughlen test, 856 
Fixed eruption due to arsphenamine, 144 
Cheek, mixed hemangioma and lymphangioma 
of cheek, tongue and lip with asymmetry of 
face and recurrent infection, possibly strep- 
tococcic, 134 
Cheilitis: See under Lips 
Chemicals, acquired specific hypersensitivity to 
simple chemicals; cheilitis with reference 
to sensitivity to lipstick, *597 
Chest: See Thorax 
Chickenpox, problem of herpes zoster, 313 
Children, secretion of sweat in, 512 
Choriocarcinoma, bullous dermatoses of toxic 
origin; report of case involving association 
with choriocarcinoma, *219 
Cholesterol in Blood: See Blood, cholesterol 
Chromoblastomycosis: See Blastomycosis 
Ciliary Body: See Uvea 
Cipollaro, A. C.: Alopecia areata and alopecia 
cicatrisata, 533 
Blastomycosis, 356 
Dermatitis on grafted skin, 118 
Lupus miliaris faciei, 529, 730 
Onychodystrophy, 530 
Onychodystrophy and atrophy of terminal 
phalanges caused by cervical rib, 917, 1090 
Rosacea-like tuberculid of Lewandowsky, 729 
Coccidioides, granuloma coccidioidale, 345 
Cocobolo wood, dermatitis due to, *441 
Cold, collapse while swimming; most dangerous 
consequence of hypersensitiveness to cold, 
509 


therapy in dermatology; new freezing gas, 
#234 


Cole, H. N.: Clinical excretion of bismuth; 
excretion of sobisminol and of some other 
bismuth preparations for oral administra- 
tion, *993 

Dermatosis industrialis (acneform type), 336 

Gamasoidosis, 322 

— erythematosus or lichen scrofulosorum, 
16 

Lupus erythematosus with unusual oral 
lesions, 318 

Griental sore (‘‘aleppo boil’), 332 

Questionable lupus erythematosus, 337 

Stomatitis and cheilitis due to dental plates, 
338 


Colitis, cutaneous ulcers of leg, associated with 
ulcerative colitis, 155 
Combes, F. C.: Lupus miliaris disseminatus 
faciei, 893 
Pemphigus vulgaris, case for diagnosis, 1070 
Poikiloderma (Civatte), 892 


Communicable Diseases, significance in derma- 
tology of virus diseases and their organ- 
isms, *937 

Complement Fixation: See also under Syphilis 

fixation, contribution to subject of “‘iodate re- 
action” ; complement fixation reaction and 
iodate reaction, 96 
Condyloma acuminatum, 876 
condylomata acuminata, 523 
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Congress: See under Societies 
Conjunctiva, agryria; lupus erythematosus of 
scalp; essential shriveling of conjunctiva 
(ocular pemphigus) with ocular, oral and 
vulvar lesions, 687 
essential shrinking (pemphigus of conjunc- 
tiva), 364 
lupus erythematosus of, *417 
Connors, H.: Clinical excretion of bismuth; 
excretion of sobisminol and of some other 
bismuth preparations for oral administra- 
tion, *993 
Cooper, G. A.: Arsenical eruption precipitated 
by carbarsone, 872 
Clinical excretion of bismuth; excretion of 
sobisminol and of some other bismuth 
preparations for oral administration, *993 
Livedo reticularis (due to syphilis?), 323 
Metastatic carcinoma in skin of neck, 875 
Paget's disease of nipple, 866 
Coproporphyrinuria: See Urine, coproporphyrin 
Cornbleet, T.: Actinomycosis, 718 
Acute lupus erythematosus disseminatus with 
sensory and motor changes, 699 
Dermatitis vegetans, case for diagnosis, 706 
Eezematoid eruption, case for diagnosis, 717 
Lupus erythematosus disseminatus, 699 
Nodular neurodermatitis, case for diagnosis, 
922 


Vesicular pityriasis rosea, case for diagnosis, 
927 


Cornea, Inflammation: See Keratitis 
Cornell, V. A. H.: Lichen nitidus, 1091 


Correction in transcript of article by Dr. Fred 
Wise, entitled, “A Case for Diagnosis 
(Plummer-Vinson Syndrome  [Microcytic 
Anemia]?), (36: 155 [July] 1937), 498 


Corson, E. F.: Lupus erythematosus; increased 
incidence, hematoporphyrinuria and spec- 
troscopic findings, *403 

Costello, M.: Angiofibromas in mongolian idiot, 
simulating Recklinghausen’s disease, 914 

Cutis anserina, case for diagnosis, 913 

Erythema toxicum, confined to left lower 
extremity, 916 

Supernumerary auricles, 917 

Vitiligo improved by intravenous injections 
of gold preparation; lichenoid eruption due 
to gold appearing only on _ vitiliginous 
areas, 910 

Counter, C. E.: Nevus or tumor, case for diag- 
nosis, 902 

Recurrent reaction to patch test, *495 


Cowpox, “‘milker’s warts”; infection from “false 
cowpox” with paravaccinal virus, 1054 


Crawford, G. M.: Measurement of roentgen 
therapy for tinea capitis; correlation of 
epilation dose with roentgen, *62 


Creeping Eruption, larva. migrans, case for 
diagnosis, 731 
larva migrans or erythema circinatum, 892 


Cross, F. E.: Phenolphthalein eruption follow- 
ing use of proprietary laxative, 542 


Crump, J.: Xeroderma pigmentosum (improve- 
ment following vitamin therapy), 131 


Cryptococcosis, Cryptococcus histolyticus iso- 
lated from subcutaneous tumor, *461 


Cummer, C. L.: Leiomyoma cutis, 323 
Cutis Anserina: See under Skin 
Cysts: See under Skin; etc. 
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Darier’s Disease: See Keratosis follicularis Dermatitis—Continugd 
Darier-Roussy Sarcoid: See Sarcoid on grafted skin, 118 
Davidson, A. M.: Bullous eruptien of mouth, pollen dermatitis (ragweed), 728 
366 Roentgen Ray: See under Roentgen Rays 
Lichen planus of penis, 365 Seborrheic: See Seborrhea 
Lupus erythematosus cf face, 367 Solar: See Light, toxicity 
Pemphigus of mouth, 366 vegetans, case for diagnosis, 706 
Quinine bisulfate as desensitizing agent in Venenata: See also under Lead; etc. 


venenata; cutaneous hazards in citrus fruit 
industry; brief history of citrus fruit in 
Florida and in California, *631 

venenata, dermatitis medicamentosa or sebor- 


treatment of lupus erythematosus, *247 
Radiodermatitis of hands, 368 
Schamberg’s disease, case for diagnosis, 368 


Davis, P. L.: Congenital neurosyphilis, 129 rh 
eic eczema, 357 
Interstitial keratitis; age of onset and diag- Abdgext 
nostic value of slit lamp examination, 124 venenata, due to cocobolo wood, *441 


Neurosyphilis ; involvement of third, fifth and a a use of physostigmine salicyl- 
D 1 venenata ; mercury and its salts, 689 
ec 359 + PLANUS OF venenata ; seasonal contact dermatitis, 727 
Defici Di : See Vi i venenata ; toilet seat dermatitis, 902 
eficiency Diseases: See Vitamins venenata, treatment of chronic dermatitis by 
Deglutition, disorders; syndrome of spoon nails, cataphoretic method, *797 
anemia, cheilitis and dysphagia, *816 venenata, visible contact tester, 850 
Dementia Paralytica, general paresis treated by Dermatofibrosarcoma protuberans, 317 
"(oases vivax (tertian) malaria, Dermatologic societies, directory of, 165, 545, 


Demodex, evolutive cycle of Demodex follicu- Dermatologists in campaign against syphilis, 
1048 


lorum hominis viewed by microphotography, 


511 
Depigmentation: See Pigmentation Dermatology, Henry Granger Piffard; great 
Depilation: See Hair, removal oor in progress of American dermatology, 
Dermatitis: See also Acrodermatitis; Eczema ; significance in dermatology of virus diseases 


Neurodermatitis ; etc. 
Acneform: See Acne 


and their organisms, *937 


with hil * 
allergy to dyes; contact dermatitis from D Bue 
Easter egg dye; asthma and urticaria from ermatomycosis: See under Mycosis 
metaphen, 1052 Dermatomyositis, 1055 


Arsphenamine: See Arsphenamines poikilodermatomyositis or dermatomyositis of 
artefacta, case for diagnosis, 524 type of poikiloderma congenitale, 693 


Atopic: See Neurodermatitis Dermatophytids: See Mycosis, cutaneous 
ullous dermatoses : 

ease involving association with chorio- wag Dermatitis; Eczema; Skin, 


carcinoma, *219 


exfoliativa following medication with bismuth, Diabetes Mellitus, atrophic areas of subcutane- 
98 


ous layer of fat in patient with Friedreich’s 
ataxia and diabetes mellitus treated with 
injections of insulin, 534 
necrobiosis lipoidica diabeticorum, 150, 1072 
Diathermy: See also under names of various 
diseases 
action of short radio waves on tissues, 88 
Dienst, R. B.: Cryptococcus histolyticus isolated 
from subcutaneous tumor, *461 
Diphtheria of lips, 97 
Directory of dermatologic societies, 165, 545, 
933 


exfoliative, or pemphigus foliaceus, 672 

exfoliative (psoriasis?), 728 

experimental, hepatic metabolism in, 1056 

exudative discoid and _ lichenoid chronic 
dermatosis, case for diagnosis, 525 

factitia, neurotic excoriations, 531 

factitia; ulcers of leg, 369 

foreign body (barberry) dermatitis, 872 

from dyed and otherwise treated citrus fruits, 
1051 

Gangraenosa Infantum: See Gangrene 


Herpetiformis: See Dermatitis multiformis Driver, J. R.: Dermatosis industrialis (acne- 


Medicamentosa: See under Drugs; and under 
names of drugs, as Arsenic and Arsenic 
Comp ds; Arsphenamines; Barbital and 
Barbital Derivatives; Bismuth and Bismuth 
Compounds ; Gold; Iodine and Iodine Com- 
pounds; Mercury; Phenolphthalein; Phy- 
sostigmine; Quinidine sulfate; Trypars- 
amide; etc. 

multiformis, 723 

multiformis; dermatitis herpetiformis, 341, 
891, 1077 

multiformis; dermatitis herpetiformis or 
erythema exsudativum multiforme, 334 

multiformis; lupus erythematosus, dermatitis 
herpetiformis or pemphigus, 670 

multiformis; pemphigus or dermatitis her- 
petiformis, 669 

Occupational: See under Industrial Diseases ; 
and under names of various diseases and 
substances 


form type), 336 

Gamasoidosis, 322 

Lupus erythematosus or lichen scrofulosorum, 
316 

Lupus erythematosus with unusual oral 
lesions, 318 

Oriental sore (‘‘aleppo boil’’), 332 

Questionable lupus erythematosus, 337 

a “pian and cheilitis due to dental plates, 


Drugs, anaphylactic sensitization with chemi- 


cally definite compounds, 850 

Eruptions: See also under names of drugs, 
as Arsenic and Arsenic Compounds; 
Arsphenamines; Barbital and Barbital 
Derivatives; Bismuth and Bismuth Com- 
pounds; Iodine and Iodine Compounds; 
Mercury; Phenolphthalein; Physostigmine ; 
Quinidine sulfate; Silver; Tryparsamide; 
ete. 


Dy 
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Drugs—Continued 
eruption or tuberculosis cutis, report on case 
for diagnosis, 522 
Duhring’s Disease: See Dermatitis multiformis 
Durand-Nicolas-Favre’s Disease: See Lympho- 
granuloma Venereum 
Dyes: See also Stains and Staining 
allergy to; contact dermatitis from Easter 
egg dye; asthma and _ urticaria from 
metaphen, 1052 
dermatitis from dyed and otherwise treated 
citrus fruits, 1051 
Dyskeratosis: See Skin, abnormalities 
Dysphagia: See Deglutition, disorders 


Dystrophy, macular type of bullous hereditary 
dystrophy, 97 


Ear, supernumerary auricles, 917 
Ebert, M. H.: Blastomycosis of nasal septum, 
711 
Epidermolysis bullosa, dystrophic variety, 107 
Gummatous syphiloderm of malignant type, 
715 
Keratosis blennorrhagica, case for diagnosis, 


Leprosy, 115 

Leprosy, indigenous, 115 

Lupus erythematosus disseminatus subacutus 
in child, 700 

Multiple pigmented nevi; study of origin of 
nevus cell, *1 

Purpura annularis telangiectodes, 697 

Sarcoid (Besnier-Boeck-Schaumann type), 706 

Syphilis (congenital) with gumma of face, 
928 


Vesicular pityriasis rosea, case for diagnosis, 
927 


Eczema, case for diagnosis, 914 
eczematoid eruption, case for diagnosis, 717 
eczematous eruptions produced by leaves of 
trees and bushes, *583 
hypnosis in, 95 
influence of eczematous cutaneous changes in 
accumulation of vital dye in liver, kidney, 
spleen and intestinal tract, 514 
linear, 95 
lupus erythematosus, 520 
psoriasiform, or mycosis fungoides, 858 
Seborrheic: See Seborrhea 
serum lipids in eczema and in other patho- 
logic conditions, 1049 
Edema: See also Elephantiasis; and under 
names of organs, as Penis; etc. 
scleredema adultorum (Buschke) ; its relation 
to trophedema and its pathogenesis, *809 
solid, of face, 692 


EpITorRIALs: 
Dermatology with syphilology, 1046 


Eichenlaub, F. J.: Leukoplakia buccalis, *590 
Elbows, acrocyanosis with xanthoma-like 
nodules of elbows, case for diagnosis, 538 
Electrocoagulation: See under names of various 
diseases 
Electrodesiccation: See Diathermy 
Electropyrexia: See under Syphilis 
Elephantiasis : See also Lymphogranuloma 
Venereum 
of penis associated with granuloma inguinale, 


Eller, J. J.: Generalized seborrheic eczema or 

allergic dermatitis, 667 

Lupus erythematosus, dermatitis herpetiformis 
or pemphigus, 670 

Lymphogranuloma venereum, case for diag- 
nosis, 674 

Neurodermatitis, case for diagnosis, 673 

a foliaceus or exfoliative dermatitis, 
67 


Pemphigus or dermatitis herpetiformis, 669 
Scleroderma; sclerodactylia (acrosclerosis?), 
1076 
Syphilis or tuberculosis, 677 
Elliott, J. A.: Bullous dermatoses of toxic 
origin; report of case involving association 
with choriocarcinoma, *219 


Endocrine Glands: See Hormones 


Engman, M. F.: Further studies on relation of 
Pityrosporum ovale to seborrheic eczema, 
*616 


Epidermolysis bullosa, 1063 
bullosa, dystrophic variety, 107 
bullosa dystrophica (recessive type); report 
of case, *22 
bullosa, studies on porphyria; case of por- 
phyria accompanied with epidermolysis bul- 
losa, hypertrichosis and melanosis, *549 


Epidermomycosis ; Epidermophytosis: See My- 
cosis, cutaneous 


Epidermophyton: See Fungi 
Epidermophytosis: See Ringworm 
Epilation: See Hair, removal 


Epithelioma, basal cell epithelioma in woman 

aged 24, 119 

calcified, 853 

close radiation (“nahbestrahlung”) of, 95 

extensive prickle cell and basal epithelioma ; 
results of treatment, 731 

morphea-like type of basal cell epithelioma, 
910 


multiple benign cystic epithelioma, 161 
pigmented basal cell epithelioma, showing 
residual pigmentation after treatment, 319 
pigmented, or melanoma, 909, 919 
superficial basal cell epitheliomatosis ; arseni- 
cal keratosis of palms and soles, 331 
tuberosum, 925, 926 
Epstein, E.: Unusual reticular fibro-atropho- 
derma following arsphenamine dermatitis, 
*987 
Epstein, N. N.: Artificial fever as adjunct in 
treatment of neurosyphilis, *254 
Erythematous nodules of face and back, case 
for diagnosis, 885 
Eruptions: See under Arsphenamines; Drugs, 
eruptions ; Skin, diseases; etc. 


Erysipelas carcinomatosum, 691 
recurrent, 908 


Erythema annulare centrifugum or leukemid, 154 

circinatum or larva migrans, 892 

elevatum diutinum, plus erythematous erup- 
tion of face? 884 

“erythema of ninth day’’ complicated by acute 
hepatitis and jaundice on continuation of 
arsphenamine therapy, *1031 

exsudativum multiforme or dermatitis her- 
petiformis, 334 

hemorrhagic disease of nail beds in rolymor- 
phous exudative erythema, 94 

nodosum in childhood, 311 

nodosum, pathogenesis, with reference to tu- 
berculosis, streptococcic infection and rheu- 
matic fever, 508 
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Erythema—Continued 
nodosum with negative reactions to tubercu- 
lin, 97 
of chest, associated with tuberculous hydro- 
pneumothorax, 122 
papular petaloid erythema, 663 
toxicum, confined to l-ft lower extremity, 916 


Erythrocyanosis: See under Cyanosis 
Erythroderma Ichthyosiforme: See Ichthyosis 
recurrent, 907 
toxic, or psoriasis, 344 
Ethyl Gasoline: See under Lead 
Evans, R.: Arsenic-resistant syphilis, 900 
Exostosis, subungual, 162 
Extremities, blood supply; use of acetyl-§- 
methylcholine chloride by iontophoresis in 
peripheral vascular diseases, 847 
diseases ; acrosclerosis, 321 
Eyelids, lichen planus of, *27 
lupus erythematosus involving eyelids, 884 
pigmentation (lichen planus?), 531 
pigmentation of ankles and eyelids? 363 


Eyes: See also Vision 
congenital syphilis of, 661 
dermatitis venenata from use of physostig- 
mine salicylate in, *82 


Face, keratoses of, 877 
lipodystrophy associated with multiple milia 
of face, 519 
lupus erythematosus of, 367 
papular eruption on face, neck and chest, 
ease for diagnosis, 521 
solid edema of, 692 
syphilis (congenital) with gumma of face, 928 
Fascia, unusual case of fascial and muscular 
tuberculosis, apparently due to injection of 
Friedmann’s serum, 96 


Fats: See Lipoids 
in Blood: See Blood, fats and lipoids 


Favre-Nicholas’ Disease: See Lymphogranu- 
loma Venereum 


Favus: See Tinea favosa 


Felden, B. F.-W.: Pachyonychia congenita, 
1078 
Feldman, S.: Bowen’s disease, 539 
Cheilitis exfoliativa, 860 
Congenital anomaly of appendages of skin, 
case for diagnosis, 145 
Disseminated lupus erythematosus, 863 
Lichen nitidus, 864 
Rosacea-like tuberculid of Lewandowsky, case 
for diagnosis, 860 
Trichorrhexis nodosa, 858 
Urticaria pigmentosa (acquired type), 542 
Ferrous sulfate, permanent pigmentation fol- 
lowing application of ferrous sulfate for 
treatment of poison ivy, 920 
Fever, Therapeutic: See also under Syphilis 
therapeutic; blood picture before and after 
fever therapy by physical means, 1049 
Fibro-atrophoderma, unusual reticular fibro- 
atrophoderma following arsphenamine der- 
matitis, *987 
Fifth Venereal Disease: See Granuloma in- 
guinale 
Fingers and Toes: See also Hand 
discoloration of finger-tips, case for diagnosis, 
109 


glomus and glomus tumor (Masson), 1054 
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Fingers and Toes—Continued 
onychodystrophy and atrophy of terminal 
phalanges caused by cervical rib, 917, 1090 
report on case of lesions on thumb, 523 
tuberculosis; psoriasis arthropathica or os- 
teitis cystica tuberculosa (Jiingling), 533 
Finnerud, C. W.: Epithelial nevus, 101 
Naevus albus, 707 
Pemphigus vulgaris, 702 
Persistent sinus tract of dental origin, 110 
Pityriasis rubra pilaris, 709 
Poikilodermatomyositis or dermatomyositis of 
type of poikiloderma congenitale, 693 
Fisher, A.: Multiple benign cystic epitheli- 
oma, 161 
Mycosis fungoides, 159, 162 
Folliculitis sycosiformis atrophicans in syph- 
ilitic patient, case for diagnosis, 536, 862 
Foot, Gangrene: See Grangrene 
Fordyce-Fox’s Disease: See Fox-Fordyce’s dis- 
ease 
Foster, P. D.: Dermatitis herpetiformis, case 
for diagnosis, 341 
Lichen planus, recurrent with extensive oral 
involvement, 343 
Tuberculosis cutis, 903 
Fox, H.: American leishmaniasis of general- 
ized type, 888 
Elephantiasis of penis associated with gran- 
uloma inguinale, 676 
Erythema of chest, associated with tubercu- 
lous hydropneumothorax, 122 
Necrobiosis lipoidica diabeticorum, 1072 
Papulonecrotic tuberculid, 516 
Pemphigus vegetans, 117 
Pyoderma gangraenosum, 118, 1075 
Tuberculosis cutis (scrofuloderma type) in 
man aged 43, 121 
Ulcerating gumma of unusual size, 675 
Uleerating nodular syphilid, syphilis of py- 
lorus or purpura, 899 
Fox-Fordyce’s disease, 358 
case for diagnosis, 685 
Frank, J. F.: Cheilitis exfoliativa or lupus 
erythematosus, 519 
Fraser, J. F.: Amyloidosis, 913 
Dermatitis medicamentosa (phenolphthalein), 
518 
Larva migrans, case for diagnosis, 731 
Larva migrans or erythema circinatum? 892 
Keratosis and ulceration of tongue, 912 
Lupus erythematous bullosus of scalp, 898 
Multiple synovial lesions, 517 
Parapsoriasis, 117 
Spiradenoma (adenomatosis of sweat glands), 
912 


Frei, W.: Atrophic areas of subcutaneous 
layer of fat in patient with Friedreich’s 
ataxia and diabetes mellitus treated with 
injections of insulin, 534 

Grouped pigmented spots following injections 
of insulin, 535 

Frei Reaction: See Lymphogranuloma Vene- 
reum 

Friedman, R.: Condylomata acuminata, 523 

Lupus vulgaris erythematoides in patient with 
healed lupus erythematosus, 682 

Friedmann Vaccine: See under Tuberculosis 

Frost, K. P.: Lichen planus or lupus ery- 
thematosus? 901 

Lichen planus sclerosus et atrophicus, 343 
Mycosis fungoides, case for diagnosis, 1069 
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Fruits, cutaneous hazards in citrus fruit in- 
dustry; brief history of citrus fruit in 
Florida and in California, *631 

dermatitis from dyed and otherwise treated 
citrus fruits, 1051 

Fungi: See also Blastomycosis; Mycosis; Ring- 

worm ; etc. 

dermatophytosis (epidermophyton rubrum), 
2 cases, 1066 

further studies on relation of Pityrosporum 
ovale to seborrheic eczema, *616 

— schizosaccharomycosis of Benedek, 


Gamasoidosis, 322 
Gammel, J. A.: Dyskeratosis naevica, 340 
Mycosis fungoide d’emblée, 873 
Gangrene, dry, of foot in newborn infant, 852 
Kaposi’s varicelliform eruption (dermatitis 
gangraenosa infantum), 868 
Gas, cold therapy in dermatology; new freezing 
gas, *234 
Gates, O.: Cutaneous tumors in leukemia and 
lymphoma, *1015 
Genitals: See also under names of genitals, 
as Penis; etc. 
significance of fusospirillosis in genital le- 
sions; cod liver oil glycerin neoarsphena- 
mine method of treatment, 310 
Genner, V.: Eczematous eruptions produced by 
leaves of trees and bushes, *583 
Gilmour, A. J.: Blue nevus, 915 
Ginsberg, J. E.: Melanosis of oral mucous 
membranes, following irradiation, 100 
Glick, A. W.: Ulcus molle or granuloma in- 
guinale, 161 
Glomus Tumors: See under Tumors 
Glossitis: See Tongue, inflammation 
Gold and Gold Compounds, experimental inves- 
tigations of action of gold and of antimony 
preparations on granulopoietic system, 94 
experimental studies on distribution of gold 
salt in organism; influence of gold salt on 
reticulo-endothelial system, 665 
Therapy: See Lupus erythematosus; Viti- 
ligo; ete. 
vitiligo improved by intravenous injections 
of gold preparation; lichenoid eruption 
due to gold appearing only on vitiliginous 
areas, 910 
Goldman, L.: Dermatology with syphilology, 
*990 
Mesenchymoma; new type of turban tumor, 
*444 
Goldstein, M. B.: Sarcoid of Boeck, 158 
Goldstein’s Disease: See Telangiectasis 
Goodman, H.: Effect of sun; fixed eruption in 
sunburned areas of skin after ingestion of 
phenobarbital and during medication with 
arsphenamine, 351 
—_— gangraenosum, case for diagnosis, 
49 


Goodman, J.: Acquired specific hypersensitivity 
to simple chemicals; cheilitis with refer- 
ence to sensitivity to lipstick, *597 

Gordon, A.: Diffuse polymorphous neurofibro- 
matosis with unusual localization and in- 
volvement of central nervous system, *983 

Granulocytopenia: See Angina, agranulocytic 

Granuloma annulare, 339, 905, 1059, 1087 

annulare disseminatum, 1088 

annulare, histopathology and etiology of, 664 

Coccidioidal: See Coccidicides 

Inguinale : See also Lymphogranuloma 
Venereum 
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Granuloma—Continued 
inguinale, case for diagnosis, 874 
inguinale; elephantiasis of penis associated 
with granuloma inguinale, 676 
inguinale; granuloma venereum of cervix 
uteri (granuloma inguinale) simulating 
carcinoma, 1053 
inguinale involving buccal cavity and inguinal 
region, 926 
inguinale or ulcus molle, 161 
Greenbaum, S. 8.: Lichen planus in syphilitic 
patient, 690 
Greenberg, S. I.: Alopecia areata; roentgen 
studies of sella turcica, *1008 
Greenhouse, C. A.: Psoriasiform eczema or 
mycosis fungoides, 858 
Grenz (Infra-Roentgen) Rays: See Roentgeno- 
therapy 
Gross, E. R.: Dermatitis venenata (mercury 
and its salts), 689 
Interstitial keratitis; cutaneous testing to 
determine sensitivity to corneal tissue, 125 
Interstitial keratitis relapsing in first eye 
without involvement of second eye, 126 
Lupus erythematosus, 134 
Morphea, 362 
Neurosyphilis ; choked disk, 128 
Pityriasis rosea (extensive involvement), 686 
Primary atrophy of optic nerve, 127 
Primary atrophy of optic nerve with good 
vision and telescopic fields, 127 
Relapse of interstitial keratitis after 97 injec- 
tions of bismuth preparation, 126 
Severe interstitial keratitis, 123 
(distinctive type) in Negress, 


Gross, P.: Lichenoid dermatitis (vitamin de- 
ficiency?), 540 
Lymphoblastoma, case for diagnosis, 1081 
—e of skin (Hodgkin’s disease), 
Tertiary syphilis, 147 
Guequierre, J. P.: Pigmentation of ankles and 
eyelids, case for diagnosis, 363 
Gumma: See also Syphilis 
of ciliary “body, 130 
cellulitis secondary to abscessed teeth, 152 
— (congenital) with gumma of face, 


ulcerating, of unusual size, 675 
Guy, W. H.: Lupus erythematosus, 161 
Management of metastatic carcinomatous 
glands in neck, *43 


Habermann’s Disease: See Pityriasis lichenoides 
et varioliformis acuta 

Haden, R. L.: Leukaemia cutis (myeloblastic), 
870 

Hair, constant bacterial flora in children’s hair, 
311 


diseases; trichorrhexis nodosa, 858 
rate of growth of scalp-hair, 853 
gees epilating action of ethyl gasoline, 


removal; measurement of roentgen therapy for 
tinea capitis; correlation of epilation dose 
with roentgen, *62 
scleroderma and hypertrichosis in child, 892 
studies on porphyria; case of porphyria 
accompanied with epidermolysis bullosa, 
hypertrichosis and melanosis, *549 
Hall, A. F., Jr.: Dermatitis herpetiformis, case 
for diagnosis, 341 
Hallopeau’s Disease: See Acrodermatitis 
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Halloran, C. R.: Case for diagnosis (infection 
or carcinomatous infiltration), 1061 
Hanan, E. B.: New species of Madurella; iso- 
lation and identification in case of maduro- 
mycosis, *947 
Hand, synovioma of, 88 
Hansen’s Disease: See Leprosy 
Hanzlik, P. J.: Bismuth in cerebrospinal fluid 
after administration of iodobismitol, *1003 
Hazen, H. H.: Serologic evidence of syphilis 
in malarial patients, *431 
Hecht, J. J.: Syphilitic glossitis or glossitis 
rhombica mediana, 1 
Hedge, H. M.: Chronic lymphatic leukemia 
(nodular ulcerative type), 698 
Lingua nigra, 100 
Tularemia, 108 
Helfand, M.: Scleredema adultorum (Buschke) ; 
its relation to trophedema and its patho- 
genesis, *809 
Hemangio-endothelioma, 156, 929 
Hemangioma, mixed, and lymphangioma of 
cheek, tongue and lip with asymmetry of 
face and _ recurrent infection, possibly 
streptococcic, 134 
Hemato-Encephalic Barrier: See Meninges, 
permeability 
Hematolymphangioma, 701 
Hematoporphyria;: lupus erythematosus; in- 
creased incidence, hematoporphyrinuria and 
spectroscopic findings, *403 
Hemiatrophy: See under Atrophy 
Hemochromatosis, thyroid dysfunction in, 89 
Henderson, K.: Clinical excretion of bismuth ; 
excretion of sobisminol and of some other 
bismuth preparations for oral administra- 
tion, *993 
Hepatitis: See Liver, diseases 
Herpes simplex; statistical observation on 
herpes zoster and herpes simplex, 1058 
zoster and spinal fluid, 510 
zoster, ophthalmic, and total paralysis of 
oculomotor nerve, 92 
zoster, problem of, 313 
zoster ; statistical observation on herpes zoster 
and herpes simplex, 1058 > 
zosteriform leukaemia cutis, *238 
Hidradenitis: See Sweat Glands, diseases 
Hill, W. R.: Moniliasis, 680 
Hinrichsen, J.: Incidence in Chicago region of 
acne vulgaris, *975 
Histiocytoma cutis, 894 
Hodgkin’s Disease: See Lymphogranuloma 
Hoffmann, E.: Significance in dermatology of 
virus diseases and their organisms, *937 
Hollander, L.: Epidermoid carcinoma and 
melanosis of forearm, 161 
Multiple benign cystic epithelioma, 161 
Mycosis fungoides, 159, 162 
Superficial intraoral use of roentgen rays; 
report of use of Chaoul tube, *279 
Uleus molle or granuloma inguinale, 161 
Hopkins, H. H.: Psychogenic aspects of certain 
common cutaneous diseases, *1035 
Hopper, M. E.: Cutaneous manifestations of 
Trichophyton purpureum (Bang), *823 
Hormones, sex; does gonadotropic hormone in- 
duce antibodies or antihormones? 509 
“sex hormone’ therapy in acne, 94 
Humphrey, A. A.: Familial multiple lipomas ; 
report on family, *30 
Humphrey’s tablets, phenolphthalein eruption 
following use of proprietary laxative, 542 
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Hutchinson-Boeck Sarcoid: See Sarcoid 


Hydropneumothorax, erythema of chest, asso- 
ciated with tuberculous hydropneumothorax, 


Hygiene, social hygiene day, 84 

Hyperhydrosis: See under Sweat Glands 

Hyperkeratosis: See Keratosis 

Hyperpyrexia: See Fever 

Hypertrichosis: See under Hair 

Hypnosis in eczema, 95 

Hypothyroidism: See under Thyroid 

Hysteria, pathogenesis of hysterical skin-affec- 
tions, 90 


Ichthyosis, 722 
and ichthyosis-like diseases: report of case 
of erythroderma congenitale ichthyosiforme 
(Brocq), 313 
fetal, in dog, 851 
hystrix, 721 
hystrix or naevus verrucosus, 131 
unusual case of, 722 
Icterus: See Jaundice 
Ide Test: See under Syphilis 
Idiocy, angiofibromas in mongolian idiot, simu- 
lating Recklinghausen’s disease, 914 
Impetigo contagiosa, treatment with compound 
chlorhydroxyquinoline ointment, *307 
neonatorum ; pemphigus neonatorum, 90 
Indelible pencil, melanoma caused by, *301 
Indians, American; study of osseous remains 
=e Builders” of eastern Arkansas, 
1049 
study of osseous remains of primitive race 
who once inhabited shelters of bluffs of 
Ozark Mountains, 660 
Industrial Diseases, course in occupational der- 
matoses, 497 
cutaneous hazards in citrus fruit industry: 
brief history of citrus fruit in Florida and 
in California, *631 
dermatosis industrialis (acneform type), 336 
eczematous eruptions produced by leaves of 
trees and bushes, *583 
Infectious Diseases: See Communicable Dis- 
eases 
Ingels, A. E.: Lupus erythematosus treated 
with sulfanilamide, 879 
Inguinal Glands: See Lymph Nodes 
Instruments: See Apparatus 
Insulin, grouped pigmented spots following in- 
jections of, 535 
Intestines, influence of eczematous cutaneous 
changes in accumulation of vital dye in 
liver, kidney, spleen and intestinal tract, 
514 
TIodides: See Iodine and- Iodine Compounds 
Iodine and Iodine Compounds, contribution to 
subject of “iodate reaction’; complement 
fixation reaction and iodate reaction, 96 
contribution to subject of “‘iodate reaction” ; 
sensitivity to tincture of iodine or iodo- 
form and “‘iodate reaction,’’ 97 
specific cutaneous “‘iodate reaction’ in cases 
of sensitivity to iodine, 96 
Iodobismitol: See under Bismuth and Bismuth 
Compounds 
Irvine, H. G.: Lupus erythematosis, case for 
diagnosis, 719 
Parapsoriasis variegata, 720 
Ivy, A. C.: Incidence in Chicago region of 
acne vulgaris, *975 
Ivy Poisoning: See Rhus, poisoning 
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Jacob, F. M.: Management of metastatic car- 
cinomatous glands in neck, *43 


Jacobson, H. P.: Granuivma coccidioidale, 345 

Jadassohn’s Disease: See Atrophy 

Jaundice, “erythema of ninth day’ complicated 
by acute hepatitis and jaundice on continu- 
ation of arsphenamine therapy, *1031 

Jensen, A. K.: Cancer en cuirasse, 1060 

Jones, E. H.: Pseudoxanthoma elasticum with 
angioid streaks of retina, 315 

Jones, J. W.: Dermatitis venenata from use of 
physostigmine salicylate in eye, *82 

Jiingling’s Disease: See Fingers and Toes, tu- 
berculosis 


Kadin, M.: Aplastic anemia following use of 
neoarsphenamine, *787 


Kala-Azar: See Leishmaniasis 
Kaposi’s Disease: See Xeroderma pigmentosum 
Sarcoma: See under Sarcoma 


Varicelliform Eruption: See Pyoderma 
Katz, S.: Lichen planus in syphilitic patient, 
690 


Kaufman, S. R.: Schamberg’s progressive pig- 
mentary dermatosis or purpura annularis 
telangiectodes, 359 

Keil, H.: Parapsoriasis en plaques disséminées 
and incipient mycosis fungoides; critical 
review with report of illustrative case, *465 

Keloids, multiple, 354 

Kendrick, F. J.: Blastomycosis, case for diag- 
nosis, 925 

Lupus erythematosus, 113 
Pityriasis rubra pilaris, 923 

Keratitis, interstitial: age of onset and diag- 

nostic value of slit lamp examination, 124 

interstitial; cutaneous testing to determine 
sensitivity to corneal tissue, 125 

interstitial, relapse after 97 injections of 
bismuth preparation, 126 

interstitial, relapsing in first eye without in- 
volvement of second eye, 12 

interstitial, severe, 123 

interstitial, treated by thermophore, 126 

mild course of untreat:' interstitial keratitis 
in brother and sister; discussion of syph- 
ilitic uveitis, 364 

rosacea, rosacea keratitis, tuberculous kera- 
titis or Lewandowsky’s tuberculid, 684 

Keratoderma: See Keratosis 
Keratosis: See also Ichthyosis 

and ulceration of tongue, 912 

blennorrhagica, case for diagnosis, 106 

follicularis, Darier’s disease, 705 

follicularis, naevus unius lateris with micro- 
scopic picture resembling keratosis follicu- 
laris, 102 

hyperkeratosis subungualis 
pachyonychia congenita, 95 

keratoderma blennorrhagicum, 1065 

keratoderma palmare et plantare, 130 

keratoderma or psoriasis, 153 

of face, 877 

pachyonychia congenita, 1078 

superficial basal cell epitheliomatosis; ar- 
senical keratoses of palms and soles, 331 


Key, J. M.: Epilating action of ethyl gasoline, 
*35 


congenita or 


Kidneys, influence of eczematous cutaneous 
changes in accumulation of vital dye in 
liver, kidney, spleen and intestinal tract, 
514 


Kile, R. L.: Further studies on relation of 
Pityrosporum ovale to seborrheic eczema, 
*616 

Kingsley, P. C.: Familial multiple lipomas; 
report on family, *30 
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Klauder, J. V.: Argyria; lupus erythematosus 
of scalp; essential shriveling of conjunc- 
tiva (ocular pemphigus) with ocular, oral 
and vulvar lesions, 687 

Congenital neurosyphilis, 129 

Erysipelas carcinomatosum, 691 

Essential shrinking of conjunctiva (pemphigus 
of conjunctiva), 364 

Gumma of ciliary body, 130 

Interstitial keratitis; age of onset and diag- 
nostic value of slit lamp examination, 124 

Interstitial keratitis; cutaneous testing to 
determine sensitivity to corneal tissue, 125 

Interstitial keratitis relapsing in first eye 
without involvement of second eye, 126 

sa keratitis treated by thermophore, 


Keratoderma palmare et plantare, 130 
Lupus erythematosus, 134, 361 
Mild course of untreated interstitial keratitis 
in brother and sister; discussion of syph- 
ilitic uveitis, 364 
Neurosyphilis ; choked disk, 128 
Relapse of interstitial keratitis after 97 in- 
jections of bismuth preparation, 126 
Sarcoma in dog, 688 
Severe interstitial keratitis, 123 
Stigmatization, *650 
(distinctive type) in Negress, 
Klinefelter, E. W.: Syphilitic asthma with 
atrophic cirrhosis in acquired syphilis; re- 
port of case, *805 
Kraurosis:. See under Vulva 
Kunkel, F. E.: Neurodermatitis, case for diag- 
nosis, 681 
Sarcoid of Boeck, 525 


Labia Majora: See Vulva 
Lain, E. S.: Treatment of pemphigoid eruption 
with sulfanilamide; report of case, *840 
Lamb, J. H.: Treatment of pemphigoid eruption 
with sulfanilamide; report of case, *840 
Lane, C. G.: Measurement of roentgen therapy 
for tinea capitis; correlation of epilation 
dose with roentgen, *62 
Lapowski, B.: Granuloma annulare, 1087 
Granuloma annulare disseminatum, 1088 
LaRocco, C. G.: Granuloma inguinale, case for 
diagnosis, 874 
Leiomyoma cutis, 323 
Larva Migrans: See Creeping Eruption 
Laymon, C. W.: Dermatitis herpetiformis, 723 
Ichthyosis, 722 
Keratoderma or psoriasis, 153 
Lichen planus of eyelids, *27 
Macular atrophy and leukoderma, 155 
Morphea guttata, 156 
Psoriasis, case for diagnosis, 153 
Schamberg’s disease, case for diagnosis, 721 
Scleredema adultorum (Buschke), *420 
Squamous cell carcinoma of thigh, 154 
Unusual case of ichthyosis, 722 
Laughlen Test: See Syphilis, serodiagnosis 
Lead, epilating action of ethyl gasoline, *35 
influence of calcium on porphyrinuria in lead 
intoxication, 95 
Lehmann, C. F.: Leprosy: review of some of its 
unusual features, *175 
Leiomyoma cutis, 323 
solitary cutaneous and subcutaneous leiomy- 
oma, 847 
American, of generalized type, 


lupiform cutaneous leishmaniasis of face, 662 
oriental sore (“aleppo boil’), 332 
oriental sore involving brother and sister, 531 
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Leprosy, 115 
case for diagnosis, 886 
communicability and application of control 
measures, *169 
dermatoscopic investigations of capillary loop 
in leprous skin, 666 
haematophagous fly Musca sorbens, Wied., in 
relation to transmission of, 662 - 
indigenous, 115 
neural, 886 
review of some of its unusual features, *175 
Leukemia, chronic lymphatic (nodular ulcerative 
type), 698 
— tumors in leukemia and lymphoma, 


cutis, 105, 150 
| leukopenic, or Spiegler-Fendt sarcoid, 
86 


cutis, myeloblastic, 870 : 
lymphatic; erythema annulare centrifugum or 
leukemid, 15 
zosteriform leukaemia cutis, *238 
Leukemid: See Leukemia, lymphatic 
Leukocytes: See also Leukemia; Lymphocytes 
Hodgkin’s disease with leukopenia, 


count; leukopenic index test in atopic derma- 
titis, *52 
Leukoderma: See Syphilids; Vitiligo 
Leukonychia: See under Nails 
Leukopenia: See Leukocytes, count 
Leukoplakia: See under Mouth; Tongue 
Levin, E. A.: Erythematous nodules of face and 
back, case for diagnosis, 885 
east ~ 0. L.: Poikiloderma atrophicans vascu- 
are, 
Lewis, G. M.: Cutaneous manifestations of Tri- 
chophyton purpureum (Bang), *823 
Dermatophytosis, onychomycosis and _ tinea 
corporis, 1090 
Eczema, case for diagnosis, 914 
Favus of scalp and toe nail, 907 
erythematosus (acutus disseminatus) , 
9 
Pigmentary form of verruca plana, 529 
Psoriasis, 733 
Psoriasis arthropathica or osteitis cystica tu- 
berculosa (Jiingling), 533 
Pyoderma, 734 
Recurrent erysipelas, 908 
Sarcoid (Boeck): osteitis cystica tuberculosa 
(Jiingling), 667 
Sycosis vulgaris or tinea barbae, 677 
Lichen, lichenoid dermatitis (vitamin deficien- 
ey?), 540 
nitidus, 864, 1057, 1089, 1091 
pilaris or pityriasis rubra pilaris, 532 
planus and stovarsol [acetarsone], 663 
planus, exudative discoid and lichenoid chron- 
ic dermatosis, case for diagnosis, 525 
planus in syphilitic patient, 690 
planus, lichenoid dermatitis resembling amy- 
loidosis, 709 
planus, linear, 112 
planus; lupus erythematosus in patient with 
lichen planus, 1082 
planus of eyelids, *27 
planus of penis, 365 
planus or lupus erythematosus, 327, 901 
planus or parapsoriasis, 359 
planus or psoriasis, 725 
planus, pigmentation of eyelids, 531 
planus, purpuric lichenoid dermatitis of Gou- 
gerot and Blum, 1062 
planus. recurrent with extensive oral involve- 
ment, 343 
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Lichen—Continued 

planus sclerosus et atrophicus, 343 

planus sclerosus (Hallopeau, 1887), 872 

planus; vitiligo improved by intravenous in- 
jections of gold preparation ; lichenoid erup- 
tion due to gold appearing only on vitiligi- 
nous areas, 910 

planus with unusual features, 671 

sclerosus et atrophicus (Hallopeau), 671 

—m et atrophicus or kraurosis valvae, 


scrofulosorum or lupus erythematosus, 316 
Urticatus: See under Urticaria 
Light : See also Radiations; Ultraviolet Rays; 
ete. 


effect of sunlight on clinical manifestations 
of pellagra, 105 
toxicity ; effect of sun; fixed eruption in sun- 
burned areas of skin after ingestion of 
phenobarbital and during medication with 
arsphenamine, 351 
Lindsay, KH. C. &.: Ulcerated tuberculid or 
sarcoid, case for diagnosis, 1064 
Lingua: See Tongue 
Lipemia: See Blood, fats and lipoids 
Lipids: See Blood, fats and lipoids; Lipoids 
Lipodystrophy associated with multiple milia of 
face, 519 
Lipoids, bactericidal properties of ultraviolet ir- 
radiated lipids of skin, 509 
in Blood: See Blood, fats and lipoids 
lipoidosis cutis et mucosae (lipoid proteinosis 
of Urbach); report of disease in 2 sisters 
with histologic and histochemical investiga- 
tion in 1 case, *201 
necrobiosis lipoidica diabeticorum, 150, 1072 
reticulosis or cutaneous lipoid dysfunction, 


Lipoidosis: See Lipoids 
Lipoma, familial multiple lipomas; report on 
family, *30 


Lips, acquired specific hypersensitivity to sim- 
ple chemicals; cheilitis with reference to 
sensitivity to lipstick, *597 

cheilitis exfoliativa, 860 
— exfoliativa or lupus erythematosus, 


Diphtheria: See under Diphtheria 

mixed hemangioma and lymphangioma of 
cheek, tongue and lip with asymmetry of 
face and recurrent infection, possibly strep- 
tococcic, 134 

en and cheilitis due to dental plates, 


syndrome of spoon nails, anemia, cheilitis and 
dysphagia, *816 

treatment of early carcinoma with reference 
to use of low kilovoltage x-rays, 51 

tuberculosis, or syphilis, 133 

ulcer, case for diagnosis, 160 

Lipstick, acquired specific hypersensitivity to 

simple chemicals; cheilitis with reference to 
sensitivity to lipstick, *597 


Livedo reticularis, 113 
reticularis, associated with acrodermatitis 
chronica atrophicans, 1091 
reticularis due to syphilis? 323, 337 
Liver, diseases; “erythema of ninth day’’ com- 
plicated by acute hepatitis and jaundice on 
continuation of arsphenamine therapy, *1031 
function in arsphenamine exanthem, 1056 
—— metabolism in experimental dermatitis, 
56 
influence of eczematous cutaneous changes in 
accumulation of vital dye in liver, kidney, 
spleen and intestinal tract, 514 
syphilitic asthma with atrophic cirrhosis in 
acquired syphilis; report of case, *805 


360 
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Loewenthal, L. J. A.: Multiple idiopathic hem- 
orrhagic sarcoma of Kaposi; report of 
fourth case in full-blooded Negro, *972 

Love, W. R.: Clinical excretion of bismuth ; 
excretion of sobisminol and of some other 
bismuth preparations for oral administra- 
tion, *993 

Loveman, A. B.: Stomatitis venenata; report of 
case of sensitivity of mucous membranes 
and skin to oil of anise, *70 

Lowenfish, F. P.: Treatment of chronic der- 
matitis by cataphoretic method, *797 

Ludy, J. B.: Lupus erythematosus; increased 
incidence, hematoporphyrinuria and spec- 
troscopic findings, *403 


Luetin Test: See under Syphilis 
Lungs, Tuberculosis: See Tuberculosis, pul- 
monary 


Lunsford, C. J.: Lupus erythematosus involv- 
ing eyelids, 884 
Lupus: See also Tuberculosis 
erythematosus, 113, 134, 150, 161 
erythematosus, acutus, disseminatus, 905 
erythematosus, annular type, 1091 
erythematosus bullosus, 140 
erythematosus bullosus of scalp, 898 
ease for diagnosis, 138, 361, 
erythematosus, dermatitis herpetiformis or 
pemphigus, 67 
erythematosis disseminatus, 522, 699, 863 
erythematosus disseminatus, acute, 660 
erythematosus disseminatus, acute, with sen- 
sory and motor changes, 699 
erythematosus disseminatus subacutus, 325, 


erythematosus disseminatus subacutus in child, 


erythematosus; erythema elevatum diutinum, 
plus erythematous eruption of face, 884 

erythematosus; erythematous nodules of face 
and back, case for diagnosis, 885 

Swe in patient with lichen planus, 


erythematosus, increased incidence, hemato- 
porphyrinuria and spectroscopic findings, 
*403 


erythematosus involving eyelids, 884 

erythematosus; lupus vulgaris erythematoides 
in patient with healed lupus erythematosus, 
82 


erythematosus of conjunctiva, *417 

erythematosus of face, 367 

erythematosus of scalp; agryria; essential 
shriveling of conjunctiva (ocular pemphi- 
gus) with ocular, oral and vulvar lesions, 
687 

erythematosus or atopic dermatitis, 876 

erythematosus or cheilitis exfoliativa, 519 

erythematosus or eczema, 520 

erythematosus or lichen planus, 327, 901 

erythematosus or lichen scrofulosorum, 316 

erythematosus or psoriasis, 878 

erythematosus or sarcoid, 132 

erythematosus or sycosis vulgaris, two cases 
for diagnosis, 1061 

erythematosus or syphilis, 121 

erythematosus, questionable, 337 

erythematosus, quinine bisulfate as desensi- 
tizing agent in treatment of, *247 

erythematosus, relapse after treatment with 
sodium gold thiosulfate, *627 

erythematosus; sarcoid type of tuberculosis 
cutis in Negro, 679 

erythematosus, telangiectatic form, or poikilo- 
derma atrophicans vasculare, 140 

erythematosus treated with sulfanilamide, 879 
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Lupus—Continued 
erythematosus with unusual oral lesions, 318 
lupiform cutaneous leishmaniasis of face, 662 
miliaris disseminatus faciei, 346, 893 
miliaris faciei, 529, 730 
vulgaris, correlation of lupus and pulmonary 
tuberculosis, 511 
vulgaris erythematoides, in patient with healed 
lupus erythematosus, 68 
vulgaris of neck, 367 
Lymph Nodes: See also Lymphogranuloma; 
Lymphosarcoma ; etc. 
inguinal and iliac tuberculosis adenitis simu- 
lating disease of Nicolas-Favre, 663 
pathogenesis of noncaseating epithelioid tu- 
— of hypoderm and lymph glands, 
J 


Lymphadenitis: See under Lymph Nodes 

Lymphangioma and mixed hemangioma of cheek, 
tongue and lip with asymmetry of face and 
— infection, possibly streptococcic, 


case for diagnosis, 530 
Lymphatic System, changes in cutaneous lym- 
phatics of human beings and in lymph 
flow under normal and pathological condi- 
tions, 850 
Lymphedema: See Elephantiasis 
Lymphoblastoma: See also Lymphogranuloma 
ease for diagnosis, 537, 714, 1081 
of skin (Hodgkin’s disease), 1082 
or xanthoma, 918 
Lymphocytes: See also Leukemia ; Leukocytes 
purpura haemorrhagica with lymphocytosis; 
oo type and intermittent menstrual type, 


Lymphogranuloma: See alse Granuloma 
Hodgkin’s disease with leukopenia, 1051 
Inguinale: See Lymphogranuloma Venereum 
of skin (Hodgkin’s disease), 


Lomas Venereum, adsorption of virus 
of, 
case for diagnosis, 674 
experimental inoculation of lymphogranuloma 
inguinale in cat, 313 
Frei reaction in, 1057 
incidence in San Francisco, 1052 
inguinal and iliac tuberculosis adenitis simu- 
lating disease of Nicolas-Favre, 663 
Lymphoma, cutaneous tumors in leukemia and 
lymphoma, *1015 
Lymphosarcoma, prognostic value of mitosis 
count in biopsies of, 507 
Lynch, F. W.: Erythema annulare centrifugum 
or leukemid, 154 


McCarthy, L.: Raymond Sabouraud, mycologist, 
bacteriologist and dermatologist, 843 
McCoy, G. W.: Communicability of leprosy and 
application of control measures, *169 
McCuskey, J. M.: Hemangio-endothelioma, 929 
Machacek, G. F.: Amelanotic melanoma with 
ulceration (recurrence), 1087 
Madden, J. F.: Acute perineal and perianal 
ulcers (cause?), 724 
Dermatitis due to quinidine sulfate, 720 
Dermatitis herpetiformis, 723 
Ichthyosis hystrix, 721 
Lichen sclerosus et atrophicus or kraurosis 
vulvae, 720 
Psoriasis or lichen planus, 725 
Scrotuloderma or pyoderma, 723 
Madura Foot: See Mycetoma 
Maduromycosis: See Mycetoma 
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Majocchi’s Disease: See Purpura annularis 
telangiectodes 
Malaria, serologic evidence of syphilis in ma- 
larial patients, *431 
Malingering, acne indurata with neurotic ex- 
coriations and hypertrophic scars, 916 
severe pitting, with depigmentation and hy- 
perpigmentation, 889 
Mallozzi, E. D.: Acquired specific hypersensi- 
tivity to simple chemicals; cheilitis with 
reference to sensitivity to lipstick, *597 
Maloney, E. R.: Scleroderma and hypertricho- 
sis in child, 892. 
Mammary Gland: See Breast 
Mapharsen: See under Syphilis 
Melanin: See also Addison’s Disease; Pig- 
mentation 
epidermoid carcinoma and melanosis of fore- 
arm, 161 
pigmentation ; melanosis of oral mucous mem- 
branes, following irradiation, 100 
pigmentation ; postinflammatory melanosis 
(sensitization?), 111 
pigmentation; studies on porphyria; case of 
porphyria accompanied with epidermolysis 
bullosa, hypertrichosis and melanosis, *549 
Melanoma, amelanotic, with ulceration (recur- 
rence), 1087 
caused by indelible pencil, *301 
or pigmented epithelioma, 909, 919 
Melanosarcoma resulting from callus, 2 cases, 
312 


Melanosis: See Melanin, pigmentation 

Meleda Disease: See Keratosis 

Mellon, R. R.: Pathogenesis of noncaseating 
epithelioid tuberculosis of hypoderm and 
lymph glands, *451 

Meninges, permeability; effect of alcohol on 
penetration of bismuth into central nervous 
system, 661 

Menstruation, menstrual dermatoses, 96 

purpura haemorrhagica with lymphocytosis ; 

acute type and intermittent menstrual type, 
308 


Mercury, dermatitis venenata (mercury and its 
salts), 689 

Mesenchymoma, new type of turban tumor, *444 

Metaphen: See under Dyes 

Metasyphilis: See Syphilis, congenital 

a G.: Epilating action of ethyl gasoline, 


Michelson, H. E.: Circinate eruption, case for 
diagnosis, 726 
Dermatitis herpetiformis, 723 
Hemangio-endothelioma, 156 
Ichthyosis, 722 
Keratoderma or psoriasis, 153 
Lichen planus of eyelids, *27 
Metastatic carcinoma, case for diagnosis, 725 
Morphea guttata, 156 
Neurofibrornatosis ; multiple pedunculated nevi 
or verrucae, 726 
Milia, lipodystrophy associated with multiple 
milia of face, 519 
Miskjian, H. G.: Case for diagnosis, 314 
— planus sclerosus (Hallopeau, 1887), 
8 


Mitosis: See Cells, division 

Moles: See Nevi 

Molluscum contagiosum, apparently cured, 136 
contagiosum simulating verruca plana, 897 

Moniliasis, 680 


Montgomery, A. H.: Mosaic wart, unusual type 
of plantar wart, 1085 
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Montgomery, D. W.: Lupus erythematosus of 
conjunctiva, *417 

Montgomery, H.: Xanthomatosis; correlation 
of clinical, histopathologic and chemical 
studies of cutaneous xanthoma, *373 

Montgomery, O. F.: Tularemia, 879 

Montgomery, R. M.: Cutaneous manifestations 
of Trichophyton purpureum (Bang), *823 

— wart, unusual type of plantar wart, 

Moore, M.: Trichomycosis axillaris rubra; re- 

wid of case with description of condition, 


Morphea: See Scleroderma 
Mouth: See also Stomatitis; etc. 
argyria; lupus erythematosus of scalp; essen- 
tial shriveling of conjunctiva (ocular pem- 
phigus) with ocular, oral and vulvar le- 
sions, 687 
bullous eruption of, 366 
erosions of oral mucosa and urticaria of body 
following small doses of sulfanilamide, *1044 
granuloma inguinale involving buccal cavity 
and inguinal region, 926 
leukoplakia buccalis, *590 
leukoplakia electrogalvanica and hypercho- 
lesterica; contribution to leukoplakia idio- 
pathica, 512 
lichen planus reeurrent with extensive oral 
involvement, 343 
lupus erythematosus with unusual oral le- 
sions, 318 
management of metastatic carcinomatous 
glands in neck, *43 
melanosis of oral mucous membranes, follow- 
ing irradiation, 100 
papulonecrotic tuberculid or recurrent pur- 
pura of mucosa and skin, 896 
pemphigus of, 366 
superficial intraoral use of roentgen rays; 
report of use of Chaoul tube, *27 
Mucous Membrane: See under Mouth; etc. 
Musca: See under Leprosy 
Muscles, unusual case of fascial and muscular 
tuberculosis, apparently due to injection of 
Friedmann’s serum, 96 
Mutation: See under Cancer; Tumors 
Mycetoma, new species of Madurella; isolation 
eae identification in case of maduromycosis, 


Mycobacterium Leprae: See under Leprosy 
Mycosis: See also Blastomycosis; Moniliasis ; 

Mycetoma; Ringworm; Stomatitis; Tinea; 
Torula ; etc. 

cutaneous; dermatophytosis (epidermophyton 
rubrum), 2 cases, 1066 

cutaneous ; dermatophytosis from horse, 329 

cutaneous; dermatophytosis, onychomycosis 
and tinea corporis, 1090 

cutaneous; dermatophytosis or radioderma- 
titis superimposed on pustular psoriasis 
(7), 895 

fungoide d’emblée, 873 

fungoides, 120, 156, 159, 162, 511, 904, 1069 

fungoides or psoriasiform eczema, 858 

fungoides; parapsoriasis en plaques dissémi- 
nées and incipient mycosis fungoides; criti- 
a sas with report of illustrative case, 

microscopic examination of cultures of fungi 

a test tube with oil immersion objective, 


Nails: See also Paronychia 
abnormalities; pachyonychia congenita, 1078 
cutaneous manifestations of Trichophyton pur- 
pureum (Bang), *823 
dermatophytosis, onychomycosis and tinea cor- 
poris, 1090 
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Nails—Continued 
favus of scalp and toe nail, 907 
hemorrhagic disease of nail beds in polymor- 
phous exudative erythema, 94 
hyperkeratosis subungualis congenita or pach- 
yonychia congenita, 95 
leukonychia striata, 1087 
onychodystrophy, 530 
onychodystrophy and atrophy of terminal 
phalanges caused by cervical rib, 917, 1090 
paronychia and onychia blastomycetica (Pan- 
aritium blastomyceticum), 94 
subungual exostosis, 162 
syndrome of spoon nails, 
and dysphagia, *816 
Nares: See Nose 
Neck, lupus vulgaris of, 367 
metastatic carcinoma in skin of neck, 875 
papular eruption on face, neck and chest, 
case for diagnosis, 521 
Necrobiosis lipoidica diabeticorum, 150, 1072 
Negroes, multiple idiopathic hemorrhagic sar- 
coma of Kaposi; report of fourth case in 
full-blooded Negro, *972 
Neoarsphenamine: See Arsphenamines; 


anemia, cheilitis 


and 


under names of various diseases 
See Cancer; Sarcoma ; 


Neoplasms, Malignant: 
etc. 
Nerves: See also Neuritis; Paralysis 
optic, effect of tryparsamide on, 660 
optic, primary atrophy of, 127 
optic, primary atrophy with good vision and 
telescopic fields, 127 
Nervous System: See also Brain; Nerves 
diffuse polymorphous neurofibromatosis with 
unusual localization and involvement of 
central nervous system, *983 
severe acne, probably associated with changes 
in central nervous system, 362 
Syphilis: See Syphilis 
Netherton, E. W.: Case for diagnosis, 864 
Granuloma annulare, 339 
Leukaemia cutis (myeloblastic), 870 
Livedo reticularis due to syphilis, 337 
Lupus erythematosus or lichen planus, 327 
Pigmented basal cell epithelioma, showing 
residual pigmentation after treatment, 319 
Scleroderma (sclerodactylia; atrophic arthri- 
silicosis ; pseudoxanthoma elasticum’), 


Spiegler-Fendt sarcoid or leukopenic leukae- 
mia cutis, 867 
Urticaria pigmentosa (acquired type), 339 
Neuritis, optic; neurosyphilis; choked disk, 128 
Neurocutaneous Syndrome: See under Skin 
Neurodermatitis, atopic dermatitis or lupus ery- 
thematosus, 876 
case for diagnosis, 673, 681 
at ea index test in atopic dermatitis, 


nodular, case for diagnosis, 922 


Neurofibromatosis, angiofibromas in mongolian 
idiot, simulating Recklinghausen’s disease, 
914 


contribution to knowledge of morbus Bourne- 
ville-Pringle and of Recklinghausen’s neu- 
rofibromatosis, 853 

diffuse polymorphous neurofibromatosis with 
unusual localization and involvement of 
central nervous system, *983 

multiple pedunculated nevi or verrucae, 726 

Recklinghausen’s; clinical manifestations in 
31 cases, 662 

xanthomatosis in child, Recklinghausen’s dis- 
ease in mother or Recklinghausen’s disease 
(forme fruste) in child, 342 
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Neuroses and Psychoneuroses, neurotic ex- 
coriations, 531 
psychogenic aspects of certain common cu- 
taneous diseases, *1035 
psychogenic aspects of skin diseases, 310 
Neurosyphilis: See under Syphilis 
Nevi: See also Angioma 
blue, 915 
epithelial, 101 
multiple pigmented nevi; study of origin of 
nevus cell, * 
naevus albus, 707 
naevus epitheliomato-cylindromatosus, *289 
naevus unius lateris, 922 
naevus unius lateris with microscopic picture 
resembling keratosis follicularis, 102 
naevus verrucosus ; ichthyosis hystrix, 131 
neurofibromatosis ; multiple pedunculated nevi 
or verrucae, 726 
or tumor, case for diagnosis, 902 
verrucous, systematized, 732 
Nicholas-Favre’s Disease: See Lymphogranulo- 
ma Venereum 
Nichols, F.: Cancer en cuirasse, 1060 
Vitiligo with areas of pigmentation, 1063 
Niles, H. D.: Lichen nitidus, 1089 
Nodes: See also Erythema nodosum 
largest of solid primary lesions of skin, *82 
nodular eruption, case for diagnosis, 924 
Nose, blastomycosis of nasal septum, 711 
pigmented basal cell epithelioma, showing 
residual pigmentation after treatment, 319 
Norris, C. B.: Moeller’s glossitis, 869 
Noun, M. H.: Erosions of oral mucosa and 
urticaria of body following small doses of 
sulfanilamide, *1044 


Novy, F. G., Jr.: Neural leprosy, 886 


Obermayer, M. E.: Case for diagnosis, 696 

Lichenoid dermatitis resembling amyloidosis, 
709 

Naevus unius lateris with microscopic picture 
resembling keratosis follicularis, 102 

Pityriasis lichenoides et varioliformis acuta, 
921 

Postinflammatory melanosis (sensitization?), 


Pustular psoriasis or acrodermatitis continua 
(Hallopeau), 104 

Seborrheic psoriasis, case for diagnosis, 712 

Studies on porphyria; case of porphyria ac- 
companied with epidermolysis bullosa, hy- 
pertrichosis and melanosis, *549 

Vitiligo, 99 


OBITUARIES: 
Pollitzer, Sigmund, 499 
Sabouraud, Raymond, mycologist, 
ologist and dermatologist, 843 
Smith, Charles Morton, 504 
Towle, Harvey Parker, 85 


See Industrial Dis- 


bacteri- 


Occupational Diseases: 
eases 
Oil of anise, stomatitis venenata; report of case 
of sensitivity of mucous membranes and 
skin to oil of anise, *70 
Ointments, investigations of permeability and 
cooling effect of, 95 
Oliver, E. A.: Addison’s disease in Negro, 926 
Blastomycosis, case for diagnosis, 925 
Case for diagnosis, 695 
Hematolymphangioma, 701 
— hemorrhagic sarcoma of Kaposi, 
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Oliver, E. A.—Continued 
Lupus erythematosus, 113 
Pityriasis rubra pilaris, 923 
Sarcoid, 716 
Scleredema adultorum, 694 
Omens, D. V.: Naevus unius lateris, 922 
Onychia: See Nails 
Onychodystrophy: See under Nails 
Onychomycosis: See Nails 
Oriental Sore: See Leishmaniasis 
Ormsby, O. S.: Argyria from local application 
of mild protein silver, 692 
Epithelioma tuberosum, 925, 926 
Linear lichen planus, 112 
Solid edema of face, 692 
Syphiloderm, ulcerative, 101 
Osler’s Disease: See Telangiectasis 
Ostetitis eystica tuberculosa (Jiingling) or 
psoriasis arthropathica, 533 
cystica tuberculosa (Jiingling); sarcoid 
(Boeck), 667 
Osterberg, A. E.: Xanthomatosis; correlation 
of clinical, histopathologic and chemical 
studies of cutaneous xanthoma, *373 
QOulmann, L.: Adenocarcinoma of breast, 528 
Lymphangioma, case for diagnosis, 530 
Pityriasis varioliformis acuta, 733 
Purpura, case for diagnosis, 123 
Pyoderma gangraenosum, case for diagnosis, 
349 
Secondary syphilis, 119 
Tuberculosis cutis, 912 
Oxygen Therapy: See under Syphilis 


Pace, E. R.: Dermatitis vegetans, case for 
diagnosis, 706 
Lupus erythematosis disseminatus, 699 
Pachyonychia: See Keratosis; Nails, abnorm- 
alities 
Paget’s Disease of Nipple: See under Breast 
Palate, recurrence in mixed tumors of soft 
palate, 847 
Panaritium: See Paronychia 
Papilloma, immunization of rabbits to infectious 
papillomatosis, 662 
Parallergy: See Anaphylaxis and Allergy 
Paralysis, General: See Dementia Paralytica 
ophthalmic herpes zoster and total paralysis 
of oculomotor nerve, 92 
Parapsoriasis, 117 
en plaques disséminées and incipient mycosis 
fungoides; critical review with report of 
illustrative case, *465 
or lichen planus, 359 
variegata, 720 
varioliformis (Habermann’s disease), 1088 
Paresis: See Dementia Paralytica 
Paronychia and onychia blastomycetica (Pana- 
ritium blastomyceticum), 94 
Parounagian, M. B.: Oriental sore involving 
brother and sister, 531 
Parran, T.: Dermatologists in campaign against 
syphilis, 1048 
Serologic evidence of syphilis in malarial 
patients, *431 
Patch Test: See Anaphylaxis and Allergy 
Pathomimesis: See Malingering 
Peck, S. M.: Endocrinal purpura, 140 
Schamberg’s disease, 142 


Thrombocytopenic purpura, 141 
Thrombopenic purpura, 142 
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Pellagra, effect of sunlight on clinical manifes- 
tations of, 1050 
Pemphigus, 333 
argyria; lupus erythematosus of scalp: es- 
sential shriveling of conjunctiva (ocular 
pemphigus) with ocular, oral and vulvar 
lesions, 687 
essential shrinking of conjunctiva (pemphigus 
of conjunctiva), 364 
foliaceus, case of, 1058 
foliaceus or exfoliative dermatitis, 672 
germanin therapy with consideration of par- 
enchymatous organs, 1056 
lupus erythematosus or dermatitis herpetifor- 
mis, 670 
Neonatorum: See Impetigo neonatorum 
of mouth, 366 
or dermatitis herpetiformis, 669 
treatment of pemphigoid eruption with sulf- 
anilamide; report of case, *840 
treatment with sulfanilamide; preliminary re- 
port, *196 
vegetans, 117 
vulgaris, 702, 727, 1070 
with epidermal cysts and albopapuloid for- 
mations, 852 
Penis, elephantiasis, associated with granuloma 
inguinale, 676 
lichen planus of, 365 
Periadenitis: See under Lymph Nodes 
Perineum, acute perineal and perianal ulcers 
(cause?), 724 
Perlstein, M. O.: Prurigo nodularis, case for 
diagnosis, 704 
Perspiration: See Sweat Glands 
Phalanges: See Fingers and Toes 
Phenobarbital: See Barbital and Barbital De- 
rivatives 
Phenolphthalein, dermatitis medicamentosa, 518 
——w following use of proprietary laxative, 


Phosphorus in Blood: See under Blood 
Physostigmine salicylate, dermatitis venenata 
from use in eye, *82 
Piffard, Henry Granger; great factor in prog- 
ress of American dermatology, *781 
Pigmentation: See also Addison’s Disease; 
Hemochromatosis; Melanin; Nevi; Scham- 
berg’s Disease; Xeroderma pigmentosum; 
etc. 
atabrine, 89 
extensive, case for diagnosis, 362 
grouped pigmented spots following injections 
of insulin, 535 
of ankles and eyelids, case for diagnosis, 362 
of skin, case for diagnosis, 160 
permanent, following application of ferrous 
sulfate for treatment of poison ivy, 920 
pigmented basal cell epithelioma, showing 
residual pigmentation after treatment, 319 
severe pitting, with depigmentation and hy- 
perpigmentation, 889 
vitiligo with areas of, 1063 
Pillsbury, D. M.: Kaposi’s sarcoma (multiple 
idiopathic hemorrhagic sarcoma), 358 
Mixed hemangioma and lymphangioma of 
cheek, tongue and lip with asymmetry of 
face and recurrent infection, possibly strep- 
tococcic, 134 
Molluscum contagiosum, apparently cured, 
136 
Psoriasis, case for diagnosis, 686 
Severe acne, probably associated with changes 
in central nervous system, 362 
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~ et varioliformis acuta, 
rosea, extensive involvement, 686 
rosea, leukoderma following, 103 
rosea, vesicular, case for diagnosis, 927 
rubra pilaris, 709, 923 
rubra pilaris or lichen pilaris, 532 
rubra pilaris treated with liver extract, 540 
varioliformis acuta, 733 
Versicolor: See Tinea versicolor 
Pityrosporum: See Fungi 
Placenta, bullous dermatoses of toxic origin; 
report of case involving association with 
choriocarcinoma, *219 
experimental study of congenital syphilis, in- 
cluding study of infectiousness of blood, 
uterus and placenta of pregnant rabbits 
with early syphilis, 509 
Plants, eczematous eruptions produced by leaves 
of trees and bushes, *583 
Plastic Surgery: See Surgery, plastic 
Plummer-Vinson Syndrome: See Deglutition, 


disorders 
Pneumoconiosis, scleroderma  (sclerodactylia ; 
atrophic arthritis; silicosis; pseudoxan- 


thoma elasticum?), 335 
Poikiloderma atrophicans vasculare, 
352, 707 
atrophicans vasculare or lupus erythema- 
tosus, telangiectatic form, 140 
congenitale, poikilodermatomyositis or der- 
matomyositis of type of poikiloderma con- 
genitale, 693 
of Civatte, 892 
Poikilodermatomyositis or dermatomyositis of 
type of poikiloderma congenitale, 693 


120, 344, 


Poison Ivy: See Rhus, poisoning 

Poisons and Poisoning: See under Lead; 
Mercury; etc. 

Pollitzer, Sigmund, 499 

Polycythaemia vera, 527 

Porokeratosis: See Keratosis 


Porphyria, studies on; case accompanied with 
epidermolysis bullosa, hypertrichosis and 
melanosis, *549 

Porphyrinuria: See Urine, porphyrins 

Pratt, a G.: Lichen planus or parapsoriasis, 
35: 

Pregnancy, bullous dermatoses of toxic origin: 
report of case involving association with 
choriocarcinoma, *219 

experimental study of congenital syphilis, in- 
cluding study of infectiousness of blood, 
uterus and placenta of pregnant rabbits 
with early syphilis, 509 

Prepuce: See Penis 

Pringle’s Disease: See Sebaceous Glands 

Pringle-Bourneville’s Disease: See Sclerosis, 
tuberous 

Prurigo, etiopathogenesis of syndrome of de 
Amicis, 852 

nodularis, 680 
nodularis, case for diagnosis, 704 

Pseudoxanthoma elasticum or anetoderma of 

Jadassohn, 144 

elasticum, scleroderma, sclerodactylia, atrophic 
arthritis or silicosis, 235 

elasticum with angioid streaks of retina, 315 

Psoriasis, 733, 848 

arthropathica or osteitis cystica tuberculosa 
(Jiingling), 533 

case for diagnosis, 153, 686 

disappearance at onset of puberty, 511 

exfoliative dermatitis, 728 

inorganic phosphorus in blood of patients 
with psoriasis, 94 
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Psoriasis—Continued 
or erythroderma (toxic), 344 
or keratoderma, 153 
or lichen planus, 725 
or lupus erythematosus, 878 
mao eczema or mycosis fungoides, 


pustular, or acrodermatitis continua (Hallo- 
peau), 104 
pustulosa, contribution to knowledge of, 93 
pustulosa, peculiar form of, 664 
radiodermatitis superimposed on _ pustular 
psoriasis or dermatophytosis (7), 895 
seborrheic, case for diagnosis, 712 
vulgaris and pustular psoriasis, 356 
Psychoses: See Neuroses and Psychonetroses 
Puberty: See Adolescence 
Purpura annularis telangiectodes, 697 
annularis telangiectodes or Schamberg’s pro- 
gressive pigmentary dermatosis, 359 
case for diagnosis, 123 
endocrinal, 140 
haemorrhagica with lymphocytosis; acute 
type and intermittent menstrual type, 308 
papulonecrotic tuberculid or recurrent pur- 
pura of mucosa and skin, 896 
purpuric lichenoid dermatitis of Gougerot and 
Blum, 1062 
thrombocytopenic, 141 
thrombopenic, 142 
ulcerating nodular syphilid or syphilis of py- 
lorus, 899 
Pyoderma, 734 
gangraenosum, 118, 349, 1075 
Kaposi’s varicelliform eruption 
grangraenosa infantum), 868 
or scrofuloderma, 723 
Pylorus, ulcerating nodular syphilid, syphilis of 
pylorus or purpura, 899 


(dermatitis 


Quinidine sulfate, dermatitis due to, 720 


Quinine bisulfate as desensitizing agent in 
treatment of lupus erythematosus, *247 


Radiations: See also Radium; Roentgen Rays; 
Ultraviolet Rays; etc. 
toxicity ; radiodermatitis of hands, 368 
Radiodermatitis: See Radiations, toxicity; 
Roentgen Rays 
Radium, plastic repair for burn with radium, 
1060 
Therapy: See under names of various dis- 
eases 
Ragweed, pollen dermatitis, 728 
Rattner, H.: Melanosis of oral mucous mem- 
branes, following irradiation, 100 
Rauschkolb, J. E.: Superficial basal cell epi- 
theliomatosis; arsenical keratoses of palms 
and soles, 331 
Recklinghausen’s Disease: 
atosis 
Rein, C. R.:. Lipoidosis cutis et mucosae (lip- 
oid proteinosis of Urbach):; report of dis- 
ease in 2 sisters with histologic and histo- 
chemical investigation in 1 case, *201 
Relief work, syphilitic and nonsyphilitic persons 
on Fulton County, Georgia, relief rolls; 
comparative study, 1052 
Rendu-Osler’s Disease: See Telangiectasis 
Reticulo-Endothelial System, experimental 
studies on distribution of gold salt in or- 
ganism ; influence of gold salt on reticulo- 
endothelial system, 665 
reticulosis or cutaneous lipoid dysfunction, 
360 


See Neurofibrom- 
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Reticulosis: See under’ Reticulo-Endothelial 
System 
Retina, pseudoxanthoma elasticum with angioid 
streaks of, 315 
Rheumatic Fever, pathogenesis of erythema 
nodosum with reference to tuberculosis, 
streptococcic infection and rheumatic fever, 
508 
Rhus, poisoning; permanent pigmentation fol- 
lowing application of ferrous sulfate for 
treatment of poison ivy, 920 
Ribs, onychodystrophy and atrophy of terminal 
phalanges caused by cervical rib, 917, 1090 
Ringworm: See also Mycosis, cutaneous; 
Tinea; etc. 
treatment of epidermophytosis with formalin, 
1051 
Ritter’s Disease: See Dermatitis exfoliativa 
Robbins, E.: Acute lupus erythematosus dis- 
seminatus with sensory and motor changes, 
699 
Robbins, J. B.: Syphilis 
gumma of face, 928 
Robinson, S. S.: “Erythema of ninth day” 
complicated by acute hepatitis and jaundice 
on continuation of arsphenamine therapy, 
*1031 
Granuloma annulare, 1059 
Roentgen Rays: See also Radiations 
influence of grenz rays on skin (histologic 
and histochemical investigation), 94 
radiodermatitis superimposed on pustular 


(congenital) with 


psoriasis or dermatophytosis (7), 895 
superficial intraoral use of, report of use of 
Chaoul tube, *279 
Therapy : 
regions 
Rogers, J. D.: Tinea capitis or alopecia areata, 
103 


See under names of organs and 


Roop, W. 0.: Naevus verrucosus; ichthyosis 
hystrix, 131 
Rosen, I.: Mycosis fungoides, 120 
Psoriasis vulgaris and pustular psoriasis, 356 
Rosenberg, M. N.: Keratoderma blennorrhagi- 
cum, 1065 
Mycosis fungoides, 904 
Xanthoma diabeticorum, 1065 
Rosenberg, W. A.: Scleroderma (localized), 695 
Steatocystoma multiplex, 708 
Vitamin C deficiency as cause of urticaria, 
*1010 
Rostenberg, A.: Cutaneous calcinosis, 137 
Pityriasis lichenoides et varioliformis acuta, 
541 
Roussy-Darier Sarcoid: See Sarcoid 
Rulison, R. H.: Sarcoid, scierodermatiform 
tuberculous type (Gougerot), 895 
Rusten, E. M.: Gumma or cellulitis secondary 
to abscessed teeth, 152 
Leukopenic index test in atopic dermatitis, *52 
Pollen dermatitis (ragweed), 728 
Seasonal contact dermatitis, 727 
Tuberculosis verrucosa cutis, 149 


Sabouraud, Raymond, mycologist, bacteriologist 
and dermatologist, *843 

Sanchez, Antonio Nufiez Ribeiro (1699-1783) ; 
eighteenth century syphilologist, *1040 

Sanford, A. H.: Serologic evidence of syphilis 
in malarial patients, *431 

Sanford, H. N.: Poikilodermatomyositis or 
dermatomyositis of type of poikiioderma 
congenitale, 693 
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Sarcoid, 716 

Besnier-Boeck-Schaumann type, 706 

Boeck’s disease (generalized sarcoid), 320 

Boeck’s (sarcoidosis), 1050 

Hutchinson and Boeck’s sarcoid, 329 

lupus erythematosus (sarcoid type of tuber- 
culosis cutis in Negro), 67 

multiple, of Boeck, 360 

new case of Besnier-Boeck-Schaumann dis- 
ease localized to extremities with abnormal 
abundance of giant cells in lymph nodes 
and with remnants of pulmonary tubercu- 
losis discovered by radioscopy, 851 

of Boeck, 158, 525, 861 

of Boeck; osteitis cystica tuberculosa (Jiing- 
ling), 667 

or lupus erythematosus, 132 

or ulcerated tuberculid, 1064 

sclerodermatiform tuberculous type (Gouge- 
rot), 895 

ee or leukopenic leukaemia cutis, 


“systemic” sarcoidosis, 1078 
Sarcoma: See also Cancer; Tumors; and under 
names of tumors, as Lymphosarcoma; Mel- 
anosarcoma ; etc. 
idiopathic hemorrhagic (Kaposi), 88, 701 
in dog, 688 
Kaposi’s ; multiple idiopathic hemorrhagic sar- 
coma, 358 
multiple idiopathic hemorrhagic sarcoma of 
Kaposi; report of fourth case in full- 
blooded Negro, *972 
Sayer, A.: Anetoderma of Jadassohn or pseu- 
doxanthoma elasticum, 144 
Argyria of face and neck, 146 
Scalp, argyria; lupus erythematosus of scalp: 
essential shriveling of conjunctiva (ocular 
pemphigus) with ocular, oral and vulvar 
lesions, 687 
Diseases: See under names of diseases, as 
Ringworm; Seborrhea; Tinea; etc. 
favus of scalp and toe nail, 907 
me: new type of turban tumor, 


rate of growth of scalp-hair, 853 
tinea versicolor involving scalp, *970 


Schamberg’s Disease, 142 
ease for diagnosis, 368, 721 
Schamberg’s progressive pigmentary derma- 
poy or purpura annularis telangiectodes. 
Scheer, M.: Lupus erythematosus (annular 
type), 1091 . 
Recurrent erythroderma, 907 
Schizosaccharomyces: See Fungi 
Schmitt, C. L.: Epidermoid carcinoma and 
melanosis of forearm, 161 
Scholtz, J. R.: Tuberculous ulcer of leg, case 
for diagnosis, 1068 
Schorr, H. C.: Leukaemia cutis, 105 
Tropical ulcer, case for diagnosis, 703 
Schwartz, L.: Cutaneous hazards in citrus fruit 
industry; brief history of citrus fruit in 
Florida and in California, *631 
Schwartz, W. F.: Clinical excretion of bismuth ; 
excretion of sobisminol and of some other 
bismuth preparations for oral administra- 
tion, *993 
Foreign body (barberry) dermatitis, 872 
Kaposi’s varicelliform eruption (dermatitis 
gangraenosa infantum), 868 
Sickle cell anemia associated with ulcers on 
legs, 866 
Syphilis of central nervous system with throm- 
bosis of anterior choroid artery, 871 


Scleredema: See Scleroderma 


| 
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Sclerodactylia: See Scleroderma 

Scleroderma and hypertrichosis in child, 892 
circumscriptum, 727 
hemiatrophy with atrophying scleroderma, 518 
localized, 695 
morphea, 362 
morphea guttata, 156 
type of basal cell epithelioma, 


papyraceum, 118 
pseudoscleroderma in course of acroderma- 
titis chronica atrophicans; its place among 
sclerodermas, 1056 
sclerema neonatorum, localized type, 510 
sarcoid, sclerodermatiform tuberculous type 
(Gougerot), 895 
scleredema adultorum, 694 
scleredema adultorum (Buschke), *420 
scleredema adultorum (Buschke) ; its relation 
to trophedema and its pathogenesis, *809 
sclerodactylia (acrosclerosis?), 1076 
sclerodactylia, atrophic arthritis, silicosis or 
pseudoxanthoma elasticum, 335 
Sclerosis, tuberous; contribution to knowledge 
of morbus Bourneville-Pringle and of Reck- 
linghausen’s neurofibromatosis, 853 
Scrofula: See Tuberculosis 
Scrofuloderma: See under Tuberculosis 
Scull, R. H.: Blastomycosis, case for diagnosis, 


Idiopathic hemorrhagic sarcoma of Kaposi, 701 
Naevus albus, 707 
Seasons, seasonal contact dermatitis, 727 
Sebaceous Glands, contribution to knowledge of 
adenoma sebaceum based on studies of spinal 
fluid, encephalograms, etc., 854 
contribution to knowledge of morbus Bourne- 
ville-Pringle and of Recklinghausen’s neuro- 
fibromatosis, 853 
physiology and pathology of sebaceous secre- 
tion, particularly in syphilis, 513 
steatocystoma multiplex, 708 
Seborrhea, dermatitis venenata, dermatitis med- 
icamentosa or seborrheic eczema, 357 
generalized seborrheic eczema or allergic 
dermatitis, 667 
relation of Pityrosporum ovale to seborrheic 
eczema, further studies, *616 
seborrheic psoriasis, case for diagnosis, 712 
Sella Turcica, alopecia areata; roentgen studies 
of sella turcica, *1008 
Senear, F. E.: Darier’s disease, 705 
Leukaemia cutis, 105 
Livedo reticularis, 113 
Nodular eruption, case for diagnosis, 924 
Prurigo nodularis, case for diagnosis, 704 
Serologic evidence of syphilis in malarial pa- 
tients, *431 
Tropical ulcer, case for diagnosis, 703 
Sensation and Sensations, inhibition and ex- 
tinction of sensitive points of skin, 92 
Shaffer, B.: Prurigo nodularis, 680 
Secondary syphilis; tinea capitis, 684 
Sharlit. H.: Melanoma caused by indelible 
pencil, *301 
Shellow, H.: Lymphoblastoma, case for diag- 
nosis, 714 
Shelton, J. M.: Superficial intraoral use of 
roentgen rays; report of use of Chaoul tube, 
*279 


Short Waves: See Diathermy 
Shropshear, G., Jr.: Granuloma inguinale in- 


volving buccal cavity and inguinal region, 
926 
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Silver, H.: Alopecia areata in 4 members of 1 
family, 143 
Folliculitis sycosiformis atrophicans in syph- 
ilitic patient, case for diagnosis, 536, 862 
rine rubra pilaris treated with liver ex- 
ract, 
Silver, argyria from local application of mild 
protein silver, 692 
argyria (generalized) resulting from intra- 
nasal use of mild protein silver, 1089 
argyria ; lupus erythematosus of scalp; essen- 
tial shriveling of conjunctiva (ocular pem- 
phigus) with ocular, oral and vulvar lesions, 


argyria of face and neck, 146 
argyria or leukoplakia of tongue, 327 


Simpson, W. M.: Serologic evidence of syphilis 
in malarial patients, *431 


Sines, Santen sinus tract of dental origin, 


Skin: See also Dermatology; Sensation and 
Sensations 

Abnormalities: See also Atrophy; Pigmenta- 
tion; etc. 


abnormalities ; congenital anomaly of append- 
ages of skin, case for diagnosis, 145 

abnormalities; dyskeratosis naevica, 340 

Atrophy: See Atrophy 

bactericidal properties of ultraviolet irradiated 
lipids of skin, 509 

behavior of ascorbic acid in normal and in 
irradiated skin, 93 

Blood Supply: See also Capillaries 

blood supply; pathology of disorders of cu- 
taneous blood vessels, 95 

Cancer: See Cancer; Epithelioma: Sarcoma ; 
etc. 

cutaneous manifestations of Trichophyton pur- 
pureum (Bang), *823 

eutis anserina, case for diagnosis, 913 

cysts; pemphigus with epidermal cysts and 
albopapuloid formations, 852 

deciduous, *267 

dermatitis on grafted skin, 118 

Diseases: See also Dermatitis; and under 
names of diseases, as Eczema: Herpes: 
Mycosis, cutaneous: etc.; and under names 
of plants and drugs, as Arsphenamines; 
Rhus; ete. 

diseases: circinate eruption, case for diagno- 
sis, 726 

diseases: cold therapy in dermatology; new 
freezing gas, *234 

diseases; macular type of bullous hereditary 
dystrophy, 97 

diseases; menstrual dermatoses, 96 

d‘seases, psychogenic aspects of, 310 

diseases ; psychogenic aspects of certain com- 
mon cutaneous diseases, *1035 

Gangrene: See Gangrene 

Hemorrhage: See Purpura 

histologic studies of human skin: changes 
according to region and to age. of different 
elements of skin with consideration of 
changes of elastic fibers with age, 666 

histologic studies of human skin; nature of 
senile changes of skin, 854 

histology of human skin; differences in elastic 
fibers of skin according to sex and age, 664 

Inflammation: See Dermatitis 

influence of grenz rays on; histologic and 
histochemical investigation, 94 

of skin (Hodgkin’s disease), 


pathogenesis of hysterical skin-affections, 90 
permeability; investigations of permeability 
and cooling effect of ointments, 95 
Pigmentation: See under Pigmentation 
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Skin—Continued 
relation of water metabolism to experimental 
skin infections, 89 
Syphilis: See Syphilids 
Tuberculosis: See Tuberculids; Tuberculosis 
Tumors: See also under Tumors 
tumors; solitary cutaneous and subcutaneous 
leiomyoma, 847 
Ulcers: See Ulcers 
Skolnik, E. A.: Gummatous syphiloderm of ma- 
lignant type, 715 
Slepyan, A.: Epidermolysis bullosa, dystrophic 
variety, 107 
= blennorrhagica, case for diagnosis, 


Leprosy, 115 
Lupus erythematosus disseminatus subacutus 
in child, 700 
Smallpox, vaccination; effect of intense sonic 
ee on elementary bodies of vaccinia, 
1 
vaccination ; immunological and chemical in- 
vestigations of vaccine virus, 509 
Smith, C. M., 504 
Harvey Parker Towle, 85 
aoe, >. M., Jr.: Addison’s disease in Negro, 


Smith, H. J.: Steatocystoma multiplex, case for 
diagnosis, 133 
— cutis, occurring with syphilis, 


Soaps, skin reactions of infants and children to 
soaps, 1053 
Sobisminol: See under Syphilis 
Societies, American Academy of Dermaiology 
and Syphilology, inauguration, 370 
dermatologic, directory of, 165, 545, 933 
foreign, directory of, 165, 545, 933 
international, directory of, 165, 545, 933 
local, directory of, 167, 547, 935 
national, directory of, 165, 545, 933 
sectional, directory of, 165, 546, 934 
state, directory of, 166, 546, 934 


Socrety TRANSACTIONS: 


Bronx Dermatological Society, 137, 534, 856 
Central States Dermatological Association, 314 
Chicago Dermatological Society, 98, 692, 920 
Cleveland Dermatological Society, 322, 864 

Dermatological Society, 340, 900, 


as Dermatologic Society, 117, 527, 


— Dermatological Society, 149, 365, 
1 


New York Academy of Medicine, Section of 
Dermatology and Syphilis, 346, 667, 1078 
om Dermatological Society, 516, 887, 

10 


a Dermatological Society, 123, 358, 
523, 

Pittsburgh Dermatological Society, 158 

San Francisco Dermatological Society, 876 


Sedium Bismuthate: See under Syphilis 


Sollmann, T.: Clinical excretion of bismuth ; 
excretion of sobisminol and of some other 
bismuth preparations for oral administra- 
tien, *993 

Spiegel, L.: Disseminated xanthomatosis, 534, 
1084 


Spinal Fluid: See Cerebrospinal Fluid 
adenomatosis of sweat glands, 
91 


Spirochetosis, significance of fusospirillosis in 
genital lesions; cod liver oil glycerin neo- 
arsphenamine method of treatment, 310 
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Spleen, influence of eczematous cutaneous 
changes in accumulation of vital dye in 
ea kidney, spleen and intestinal tract, 


Stains and Staining, influence of eczematous 
cutaneous changes in accumulation of vital 
dye in liver, kidney, spleen and intestinal 
tract, 514 

Steatocystoma multiplex, case for diagnosis, 133 

Steinberg, E.: Atopic dermatitis or lupus ery- 
thematosus, 876 

Stenhouse, E. E.: Permanent pigmentation fol- 
lowing application of ferrous sulfate for 
treatment of poison ivy, 920 

Sternberg, T. H.: Reticulosis or cutaneous lipoid 
dysfunction, 360 

Stigmata ; stigmatization, *650 

Stillians, A. W.: Dermatitis exfoliativa follow- 
ing medication with bismuth, 98 

Leukoderma following pityriasis rosea, 103 
“= ; largest of solid primary lesions of skin, 


Poikiloderma atrophicans vasculare, 707 

Steatocystoma multiplex, 708 

Syphilization; episode in evolution of syph- 
ilology, *272 

Xanthoma diabeticorum, 705 

Stokes, J. H.: Moniliasis, 680 

Multiple sarcoid of Boeck, 360 

Relapse in lupus erythematosus after treat- 
ment with sodium gold thiosulfate, *627 

— or cutaneous lipoid dysfunction, 


Sarcoid of Boeck, 525 
Stomatitis and cheilitis due to dental plates, 338 
due to avitaminosis, 512 
venenata; report of case of sensitivity of 
= membranes and skin to oil of anise, 


Strauss, A.: Extensive pigmentation, case for 
diagnosis, 362 
Streptococci: See also Erysipelas 
mixed hemangioma and lymphangioma of 
cheek, tongue and lip with asymmetry of 
face and recurrent infection, possibly strep- 
tococcic, 134 
pathogenesis of erythema nodosum with ref- 
erence to tuberculosis, streptococcic infec- 
tion and rheumatic fever, 508 
Strickler, A.: Alopecia areata; roentgen studies 
of sella turcica, *1008 
Sulfanilamide, erosions of oral mucosa and 
urticaria of body following small doses of 
sulfanilamide, *1044 
Therapy: See under Lupus erythematosus; 
Pemphigus; Sycosis vulgaris; etc. 
Sullivan, M.: Clinical excretion of bismuth; 
excretion of sobisminol and of some other 
bismuth preparations for oral administra- 
tion, *993 
Dermatofibrosarcoma protuberans, 317 
Sudoriparous Glands: See under Sweat Glands 
Sulzberger, M. B.: Acne vulgaris (cystic) 
treated successfully with staphylococcus 
toxoid, 148 
Acquired specific hypersensitivity to simple 
chemicals; cheilitis with reference to sen- 
sitivity to lipstick, *597 
Lupus erythematosus, case for diagnosis, 138 
Lupus erythematosus, telangiectatic form, or 
poikiloderma atrophicans vasculare, 140 
Sycosis vulgaris treated successfully with sta- 
phylococcus toxoid, 148 


Sunburn: See Light, toxicity 

Sunlight: See under Light 

— Preparations: See Adrenal Prepara- 
ons 
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Surgery, plastic; plastic repair for burn with 
radium, 1060 
Sutton, R. L., Jr.: Early epidermal neoplasia ; 
description and interpretation; theory of 
mutation in origin of cancer, *737 
Sutton’s Disease: See Vitiligo 
Swarts, W. B.: Dermatitis due to 
wood, *441 
Sweat Glands, diseases; tuberculosis 
hidradenitis suppurativa destruens, 
hyperhydrosis of buttocks, 879 
secretion of sweat in children, 512 
spiradenoma (adenomatosis of sweat glands), 
912 


cocobolo 


cutis or 
898 


Sweitzer, S. E.: Acrodermatitis chronica atro- 
phicans, 151, 727 
Cutaneous ulcers of leg, associated with ul- 
cerative colitis, 155 
Exfoliative dermatitis (psoriasis?), 728 
Gumma or cellulitis secondary to abscessed 
teeth, 152 
Leukaemia cutis, 150 
Lupus erythematosus, 150 
Macular atrophy and leukoderma, 155 
Mycosis fungoides, 156 
Necrobiosis lipoidica diabeticorum, 150 
Pemphigus vulgaris, 727 
Pollen dermatitis (ragweed), 728 
Psoriasis, case for diagnosis, 153 
Scleredema adultorum (Buschke), *420 
Scleroderma circumscriptum, 727 
Seasonal contact dermatitis, 727 
Squamous cell carcinoma of thigh, 154 
Static ulcers, 725 
Tuberculosis verrucosa cutis, 149 
Swimming, collapse while swimming; most dan- 
gerous consequence of hypersensitiveness to 
cold, 509 
vulgaris, improved by sulfanilamide, 
vulgaris or lupus erythematosus, 2 cases for 
diagnosis, 1061 
vulgaris or tinea barbae, 677 
vulgaris treated successfully with staphylococ- 
cus toxoid, 148 


ee Membrane, multiple synovial lesions, 
v 


synovioma of hand, 88 
Synovioma of hand, 88 
Syphilids, macular atrophy and leukoderma, 155 
ulcerating nodular syphilid, syphilis of pylo- 
rus or purpura, 899 
Syphilis: See also Syphilids; Venereal Dis- 
eases; and under names of organs and 
regions, as Bones; Eyes; Face; etc.; and 
under names of diseases, as Aortitis; etc. 
activation of specific treatment by subcuta- 
neous insufflation of oxygen; preliminary 
communication, 312 
aplastic anemia following use of neoarsphe- 
namine, *787 
artificial fever as adjunct in treatment of 
neurosyphilis, *254 
arsenic-resistant, 900 
asymptomatic, associated with positive Was- 
sermann and negative Laughlen test, 856 
bismuth in spinal fluid after administration 
of iodobismitol, *1003 
clinical excretion of bismuth; excretion of 
sobisminol and of some other bismuth prep- 
arations for oral administration, *993 
clinical problems in control today, 849 
congenital, experimental study, including study 
of infectiousness of blood, uterus and pla- 
centa of pregnant rabbits with early syphi- 
lis, 509 
congenital neurosyphilis, 129 
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Syphilis—Continued 

congenital, of eye, 661 

congenital, with gumma of face, 928 

dermatologists in campaign against syphilis, 
1048 

dry gangrene of foot in newborn infant, 852 

effect of iodobismitol on spinal fluid findings 
in early syphilis, 309 

experimental, further studies, 660 

experimental studies on coproporphyrinuria 
during arsphenamine therapy, 664 

folliculitis sycosiformis atrophicans in syphi- 
litic patient, case for diagnosis, 536, 862 

Hereditary: See Syphilis, congenital 

lichen planus in syphilitic patient, 690 

livedo reticularis due to, 323, 337 

malaria in neurosyphilis, 10 years’ experi- 
ence, 309 

mapharsen in antisyphilitic therapy, 661 

mild course of untreated interstitial keratitis 
in brother and sister; discussion of syph- 
ilitic uveitis, 364 

neurosyphilis ; choked disk, 128 

neurosyphilis ; involvement of third, fifth and 
sixth nerves, 129 

of central nervous system with thrombosis of 
anterior choroid artery, 871 

optimal treatment for early syphilis based on 
20 year trial of arsphenamine, bismuth and 
mercury preparation, 848 

or lupus erythematosus, 121 

or tuberculosis, 677 

or tuberculosis of lip, 133 

oral administration of stovarsol [acetarsone] 
in treatment of experimental syphilis of 
rabbit, 1050 

physiology and pathology of sebaceous secre- 
tion, particularly in syphilis, 513 

precocious tertiarism in early syphilitic re- 
lapse, 335 

research needs in control of, 848 

secondary, 119 

secondary or tinea capitis, 684 

serodiagnosis, 849 

serodiagnosis, Laughlen’s test for, 1052 

serologic evidence in malarial patients, *431 

serum lipoid in experimental rabbit syphilis, 
312 

sodium bismuthate soluble, 508 

studies on spinal fluid in syphilis with mani- 
fest symptoms, particularly on fractional 
determination of proteins, 664 

syphilitic and nonsyphilitic persons on Ful- 
ton County, Georgia, relief rolls; compara- 
tive study, 1052 

syphilitic asthma with atrophic cirrhosis in 
acquired syphilis; report of case, *805 

syphilitic glossitis or glossitis rhombica medi- 
ana, 158 

tertiary, 147 

Treatment: See also Arsphenamines; Bis- 
muth and Bismuth Compounds; etc. 

treatment, use of mapharsen in, 849 

tuberculosis cutis, occurring with syphilis, 
135 


ulcerating nodular syphilid, syphilis of py- 
lorus or purpura, 899 
Syphilization, episode in evolution of syphil- 
ology, *272 
Syphiloderm, gummatous, of malignant type, 
715 


ulcerative, 101 
Syphiloid, new cases of “syphiloid” in cats, 91 
Syphilology, Antonio Nufiez Ribeiro Sanchez 
(1699-1783); eighteenth century syphilolo- 
gist, *1040 
dermatology with syphilology, *990, 1046 
syphilization; episode in evolution of syph- 
ilology, *272 
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oe. * ascamece caused by indelible pencil, Toe: See Fingers and Toes 


Tauber, E. B.: Mesenchymoma; new type of 
turban tumor, *444 
Teeth, gumma or cellulitis secondary to ab- 
scessed teeth, 152 
persistent sinus tract of dental origin, 110 
stomatitis and cheilitis due to dental plates, 
338 
Telangiectasis: See also Angioma; Purpura 
annularis telangiectodes 
Osler’s disease (hereditary familial telangi- 
ectasis), 678 
Templeton, H. J.: Condyloma acuminatum, 876 
Epilating action of ethyl gasoline, *35 
Hyperhydrosis of buttocks, 879 
Keratosis of face, 877 
Lupus erythematosus or psoriasis, 878 
Thermophore: See under Keratitis 
Thigh, squamous cell carcinoma of thigh, 154 
Thiosulphate, urinary excretion of arsenic; 
normal subjects; influence of thiosulphate, 
847 
(sar- 


Thomas, Lupus erythematosus 


-~ type of tuberculosis cutis in Negro), 
‘ 


Multiple sarcoid of Boeck, 360 
Rosacea; rosacea keratitis (tuberculous kera- 
titis or Lewandowsky’s tuberculid), 684 
Thorax, erythema of chest, associated with tu- 
berculous hydropneumothorax, 122 
papular eruption on face, neck and chest, 
ease for diagnosis, 521 
Thrombocytopenia: See Purpura 
Thrombosis, syphilis of central nervous system 
bg thrombosis of anterior choroid artery, 
Thrush: See Stomatitis 
Thumb: See Fingers and Toes 
Thyroid dysfunction in hemochromatosis, 89 
subclinical hypothyroidism in children, 89 
Tinea: See also Ringworm 
barbae or sycosis vulgaris, 677 
capitis, group of cases of, 326 
capitis, measurement of roentgen therapy; 
— of epilation dose with roentgen, 


capitis, or alopecia areata, 903 

capitis ; secondary syphilis, 684 

—* dermatophytosis and onychomycosis, 
109 


corporis, generalized, in 6 members of 1 
family, 541 
Decalvans: See Alopecia areata 
favosa; favus, 1069 
favosa; favus of scalp and toe nail, 907 
versicolor involving scalp, *970 
Tissue: See also Cells 
action of short radio waves on, 88 
histologic studies of human skin; changes 
according to region and to age, of different 
elements of skin with consideration of 
changes of elastic fibers with age, 666 
histology of human skin; differences in elas- 
A fibers of skin according to sex and age, 


Tobacco and cancer, 512 
Tobin, W. W.: Epithelioma tuberosum, 925, 926 
Hematolymphangioma, 701 
Linear lichen planus, 112 
Pityriasis rubra pilaris, 709 
Sarcoid, 716 
Syphiloderm, ulcerative, 101 


Tongue, enlarged circumvallate papillae, case 
for diagnosis, 135 
inflammation; Moeller’s glossitis, 869 
inflammation; syphilitic glossitis or glossitis 
rhombica mediana, 158 
keratosis and ulceration of tongue, 912 
leukoplakia, or argyria, 327 
lingua nigra, 100 
mixed hemangioma and lymphangioma of 
cheek, tongue and lip with asymmetry of 
face and recurrent infection, possibly strep- 
tococcic, 134 
Torula, chromoblastomycosis, 514 
Cryptococcus histolyticus isolated from sub- 
cutaneous tumor, *461 
torulosis ir man, 1053 
Toxicodermas : See Dermatitis, 
Drugs, eruptions 
Towle, Harvey Parker, 85 
Traub, E. F.: Dermatitis herpetiformis, 891 
Eczema or lupus erythematosus, 520 
Histiocytoma cutis, 894 
Lipodystrophy associated with multiple milia 
of face, 519 
Papular eruption on face, 
case for diagnosis, 521 
Parapsoriasis varioliformis (Habermann’s dis- 
ease), 1088 
Radiodermatitis superimposed on _ pustular 
psoriasis (?) or dermatophytosis (7), 895 
Report on case for diagnosis (tuberculosis 
cutis or drug eruption?), 522 
= of case of dermatitis herpetiformis, 


venenata ; 


neck and chest, 


Report on case of lesions on thumb, 523 
Report on case of lupus erythematosus dis- 
seminatus, 522 
Report on case of rosacea-like tuberculid of 
Lewandowsky, 1077 
Rosacea-like tuberculid of Lewandowsky or 
acne varioliformis, 890 
Tuberculosis cutis or hydradenitis suppura- 
tive destruens, 898 
Treponematosis: See Syphilis 
Trichomoniasis, arsenical eruption precipitated 
by carbarsone, 872 
Trichomycosis axillaris rubra; report of case 
with description of condition, *967 
Trichophyton purpureum cutaneous manifesta- 
tions (Bang), *823 
Trichorrhexis Nodosa: See Hair, diseases 
Trophedema: See under Edema 
Tryparsamide, effect on eye; clinical study of 
objective ocular reaction, 308 
effect on optic nerve, 660 
Tuberculids: See also under Tuberculosis 
experimental research on cutaneous tubercu- 
losis and tuberculids, 511 
Lewandowsky’s, rosacea, rosacea keratitis or 
tuberculous keratitis, 684 
papulonecrotic, 516 
papulonecrotic, or recurrent purpura of mu- 
cosa and skin, 896 
papulonecrotic cr rosacea, 897 
rosacea-like, of Lewandowsky, 729, 860, 1077 
rosacea-like, of Lewandowsky or acne vario- 
liformis, 890 
ulcerated, or sarcoid, 1064 
Tuberculosis: See also under Fingers and 
Toes; Lips; Lymph Nodes; Muscles; etc. 
cutis, 903, 912, 1067, 1075 
cutis, lupus erythematosus (sarcoid type of 
tuberculosis cutis in Negro), 679 
cutis occurring with syphilis, 135 
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Tuberculosis—Continued 
cutis or drug eruption, 522 
cutis or hydradenitis suppurativa destruens, 
898 


—_— (scrofuloderma type) in man aged 43, 


distinctive type, in Negress, 688 
erythema nodosum with negative reactions to 
tuberculin, 97 
erythema of chest, associated with tubercu- 
lous hydropneumothorax, 122 
experimental research on cutaneous tubercu- 
losis and tuberculids, 511 
new case of Besnier-Boeck-Schaumann dis- 
ease localized to extremities with abnormal 
abundance of giant cells in lymph nodes 
and with remnants of pulmonary tubercu- 
losis discovered by radioscopy, 851 
of lip or syphilis, 133 
or syphilis, 677 
pathogenesis of erythema nodosum with refer- 
ence to tuberculosis, streptococcic infection 
and rheumatic fever, 508 
pathogenesis of noncaseating epithelioid tu- 
— of hypoderm and lymph glands, 
position of allergy and immunity to tuber- 
—_ in light of recent investigations, 
pulmonary; correlation of lupus and tubercu- 
losis, 511 
scrofuloderma, case for diagnosis, 347 
scrofuloderma or pyoderma, 723 
es ona ulcer of leg, case for diagnosis, 
1068 
unusual case of fascial and muscular tuber- 
culosis, apparently due to injection of Fried- 
mann’s serum, 
verrucosa cutis, 149, 902 
verrucosa cutis, 3 cases, 324 
Tularemia, 108, 879 
Tulipan, L.: Epidermolysis bullosa dystrophica 
(recessive type); report of case, *22 
Tumors: See also Adenoma; Angioma; Cancer ; 
Epithelioma; Leiomyoma; Lipoma; Lymph- 
angioma; Lymphoblastoma; Lymphoma; 
Melanoma ; Papilloma; Sarcoma; etc. 
Cryptococcus histolyticus isolated from sub- 
cutaneous tumor, * 
glomus and glomus tumor (Masson), 1054 
multiple glomic tumors, 847 
or nevus, case for diagnosis, 902 
— in mixed tumors of soft palate, 


respective roles of heredity and somatic muta- 
tion in origin of malignancy, 88 
virus tumors and tumor problem, 88 


Turnacliff, D. D.: Lupus erythematosus, 150, 
719 


Parapsoriasis variegata, 720 
Turner, W. J.: Studies on porphyria; case of 
porphyria accompanied with epidermolysis 
bullosa, hypertrichosis and melanosis, *549 
Twining, H. E.: Fox-Fordyce disease, case for 
diagnosis, 685 


Ulcers, allantoin treatment of, 1052 

cutaneous, of leg, associated with ulcerative 
colitis, 155 

of leg; dermatitis factitia, 369 

of lip, case for diagnosis, 160 

sickle cell anemia associated with ulcers on 
legs, 866 

static, 725 

tropical, case for diagnosis, 703 

tropical, with reference to etiology, 91 

tuberculous, of leg, case for diagnosis, 1068 

uleus molle or granuloma inguinale, 161 
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Ultrashort Waves: See Diathermy 
Ultraviolet Rays: See also Light 
bactericidal properties of ultraviolet irradiated 
lipids of skin, 509 
behavior of cevitamic acid in normal and in 
irradiated skin, 93 
Umansky, M.: Acrocyanosis with xanthoma-like 
nodules of elbows, 538 
Urine, clinical excretion of bismuth; excretion 
of sobisminol and of some other bismuth 
preparations for oral administration, *993 
coproporphyrin ; experimental studies on cop- 
roporphyrinuria during arsphenamine ther- 
apy, 664 
porphyrins; influence of calcium on porphyri- 
nuria in lead intoxication, 95 
urinary excretion of arsenic; normal subjects ; 
influence of thiosulphate, 847 
Urticaria, allergy to dyes; contact dermatitis 
from Easter egg dye; asthma and urticaria 
from metaphen, 1052 
erosions of oral mucosa and urticaria of body 
following small doses of sulfanilamide, 
*1044 
pigmentosa, acquired type, 339, 542 
vitamin C deficiency as cause of, *1010 
Uterus, experimental study of congenital syphi- 
lis, including study of infectiousness of 
blood, uterus and placenta of pregnant rab- 
bits with early syphilis, 509 
granuloma venereum of cervix uteri (granu- 
loma inguinale) simulating carcinoma, 1053 
Uvea, gumma of ciliary body, 130 
mild course of untreated interstitial keratitis 
in brother and sister; discussion of syphi- 
litic uveitis, 364 
Uveoparotid fever; uveoparotitis, 1050 
Uveoparotitis: See Uveoparotid fever 


Vaccinia: See Cowpox; Smallpox, vaccination 
Varicella: See Chickenpox 
Variola: See Smallpox 
Venereal Diseases: See also Syphilis 
postgraduate course in control of syphilis and 
gonorrhea, 497 
research needs in control of syphilis, 848 
Verruca, mosaic wart, unusual type of plantar 
wart, 1085 
neurofibromatosis ; multiple pedunculated nevi 
or verrucae, 726 
plana, molluscum contagiosum simulating ver- 
ruca plana, 897 
plana, pigmentary form of, 529 
Tuberculous: See under Tuberculosis 
Vinson-Plummer Syndrome: See Deglutition, 
disorders 
Viruses, significance in dermatology of virus 
diseases and their organisms, *937 
virus tumors and tumor problem, 88 
Vision, effect of tryparsamide on eye; clinical 
study of objective ocular reaction, 308 
Vitamins A; stomatitis due to avitaminosis, 512 
C; behavior of ascorbic acid in normal and 
in irradiated skin, 93 
C deficiency as cause of urticaria, *1010 
lichenoid dermatitis (vitamin deficiency), 540 
Vitiligo, 99 
improved by intravenous injections of gold 
preparation ; lichenoid eruption due to gold 
appearing only on vitiliginous areas, 910 
leukoderma following pityriasis rosea, 103 
with areas of pigmentation, 1063 
Vonderlehr, R. A.: Serologic evidence of syphi- 
lis in malarial patients, *431 
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Vulva, argyria; lupus erythematosus of scalp; 
essential shriveling of conjunctiva (ocular 
pemphigus) with ocular, oral and vulvar 
lesions, 687 

lichen sclerosus et atrophicus or kraurosis 
vulvae, 720 

Walzer, A.: Dermatitis venenata, dermatitis 

medicamentosa or seborrheic eczema, 357 
Granuloma annulare, 1087 
Granuloma annulare disseminatum, 1088 
Lupus miliaris disseminatus faciei, 346 
Multiple keloids, 354 
> woe lichenoides et varioliformis acuta, 


Scrofuloderma, case for diagnosis, 347 
Warts: See Verruca 
Wassermann Reaction: See under Syphilis ; 
Water, metabolism, relation to experimental skin 
infections, 89 
Way, S. C.: Leprosy, case for diagnosis, 886 
Weber, L. F.: Discoloration of finger-tips, case 
for diagnosis, 109 
Disease: See Telangiecta- 
8 
White, C. J.: Charles Morton Smith, 504 
Winer, L. H.: Acrodermatitis chronica atrophi- 
cans, 151 
Exfoliative dermatitis (psoriasis?), 728 
Mycosis fungoides, 156 
Wise, F.: Acrodermatitis chronica atrophicans 
(preatrophic boggy infiltrations), 887, 1077 
Hemiatrophy with atrophying scleroderma, 518 
Lipoidosis cutis et mucosae (lipoid proteinosis 
of Urbach) ; report of disease in 2 sisters 
with histologic and histochemical investiga- 
tion in 1 case, *201 
Lupus erythematosus or syphilis, 121 
Neurotic excoriations, 531 
Papulonecrotic tuberculid or recurrent purpura 
of mucosa and skin, 896 
Pigmentation of eyelids (lichen planus?), 531 
Pityriasis rubra pilaris or lichen pilaris, 532 
Poikiloderma atrophicans vasculare, 120 
Scleroderma papyraceum, 118 
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Wise, F.—Continued 
Severe pitting, with depigmentation and hy- 
perpigmentation, case for diagnosis, 889 
Tuberculosis cutis, 1075 
Wolf, C.: Fox-Fordyce disease, 358 
Generalized tinea corporis in 6 members of 
1 family, 541 
Lichen planus with unusual features, 671 
Wolff, M. J.: Favus, 1060 
Wood, dermatitis due to cocobolo wood, *441 
Wright, C. S.: Dermatitis artefacta, case for 
diagnosis, 524 
Exudative discoid and lichenoid chronic der- 
matosis, case for diagnosis, 525 
Lupus erythematosus or sarcoid, 132 
Rosacea, 132 
Syphilis or tuberculosis of lip, 133 


Xanthoma. acrocyanosis with xanthoma-like 
nodules of elbows, case for diagnosis, 538 
correlation of clinical, histopathologic and 
— studies of cutaneous xanthoma, 
‘ 
diabeticorum, 705, 1065 
disseminated xanthomatosis, 534, 1084 
or lymphoblastoma, 918 
tuberosum, etiology of, 1055 
xanthomatosis in child, Recklinghausen’s dis- 
ease in mother or Recklinghausen’s disease 
(forme fruste) in child, 342 
Xanthomatosis: See Xanthoma 
Xeroderma pigmentosum, improvement following 
vitamin therapy, 131 


Zakon, S. J.: Antonio Nufiez Ribeiro Sanchez 
(1699-1783) ; eighteenth century sypuailolo- 
gist, *1040 

Poikiloderma atrophicans vasculare, 707 
Xanthoma diabeticorum, 705 

Zehfuss, P. E.: Subungual exostosis, 162 

Zoster: See Herpes zoster 

Zurett, S.: New species of Madurella; isolation 
in case of maduromycosis, 
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